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EXECUTIVE  SUMMARY 


BACKGROUND 

This  1996  Report  to  Congress  is  the  Secretary's  sixth  annual  report  submitted  to  Congress  in 
response  to  requirements  of  Public  Law  101-239,  the  Omnibus  Budget  Reconciliation  Act  of 
1989  (OBRA  '89).  OBRA  '89  required  the  Secretary  to  monitor  and  report  annually  the  impact 
of  changes  in  Medicare  physician  payment  on  utilization  and  access  to  care.  OBRA  '89 
introduced  significant  changes  in  Medicare  physician  payment  policy.  The  intent  of  the  changes 
was  to  provide  more  rational  and  equitable  payment  for  physicians'  services  provided  under  the 
Medicare  program. 

There  were  several  key  findings  from  the  past  reports.  Past  reports  showed  that  introduction  of 
the  Medicare  Fee  Schedule  (MFS)  produced  the  kinds  of  shifts  in  payments  that  were  anticipated. 
In  particular,  there  was  a  relative  increase  in  allowed  charges  for  visits  and  consultations  and  a 
relative  decrease  in  allowed  charges  for  procedure-based  services.  More  importantly,  however, 
the  previous  reports  consistently  showed  that  many  vulnerable  groups  face  barriers  to  care. 

THE  1996  REPORT 

While  these  differences  between  vulnerable  groups  are  a  cause  for  concern,  past  reports  showed 
that  the  introduction  of  the  new  payment  system  for  physicians  produced  no  new  barriers  to  care 
for  the  vulnerable  populations  studied.  Given  the  fact  that  it  has  clearly  been  established  by 
HCFA  and  the  Physician  Payment  Review  Commission  that  the  new  payment  system  did  not 
exacerbate  the  already  existing  barriers  and  that  little  change  is  likely  to  occur  over  short  periods 
of  time,  such  as  from  1  year  to  the  next,  the  Secretary's  1996  Report  has  been  re-designed.  It  will 
focus  primarily  on  providing  a  concise  accounting  of  trends  in  access  and  utilization  overall  and 
by  race.  This  1996  Report  presents  results  from  updating  four  of  the  basic  studies  included  in  the 
1994  and  1995  reports. 

THREE  MAJOR  POLICY  ISSUES  ADDRESSED 

♦  Does  the  Medicare  Fee  Schedule  continue  to  invoke  the  kinds  of  payment  changes 
anticipated  with  regard  to  shifts  of  Medicare  payments  from  procedural  services  toward 
evaluation  and  management  services? 

♦  Has  payment  reform  exacerbated  racial  differences  in  access  to  services  that  were  reported 
in  earlier  analyses? 

♦  Are  the  impacts  of  the  MFS  on  physicians'  practices  similar  to  earlier  impacts  detected? 


ES-  1 


HIGHLIGHTS 


♦  Due  to  the  1994  fee  schedule  updates,  allowed  charges  increased  across  all  service 
categories  between  1993  and  1994  Despite  this  across  the  board  increase,  the  shift  in 
payments  described  in  previous  reports,  from  procedural  services  toward  evaluation  and 
management  services,  was  sustained.  Prior  to  physician  payment  reform,  procedures 
included  under  the  fee  schedule  accounted  for  46  percent  of  allowed  charges,  and  visits 
and  consults  accounted  for  40  percent.  This  pattern  was  reversed  during  1992,  the  first 
year  of  physician  payment  reform.  Data  from  1994  and  preliminary  1995  data  show  that 
visits  and  consults  continue  to  account  for  a  larger  share  of  allowed  charges  (nearly 

47  percent  of  allowed  charges)  than  procedures  (nearly  41  percent  of  allowed  charges). 

♦  The  rates  associated  with  some  procedures  included  in  the  Medicare  fee  schedule  changed 
during  the  1990  to  1994  time  period,  though  none  of  these  changes  appear  to  be  directly 
attributable  to  implementation  of  the  fee  schedule.  To  illustrate,  in  one  case  the  change  in 
a  procedure  rate  coincided  with  the  introduction  of  a  new  medical  therapy,  such  as  the 
decline  in  the  rate  of  TURP  and  the  introduction  of  drugs  to  treat  the  symptoms  of  benign 
prostatic  hypertrophy. 

♦  While  the  updated  studies  continue  to  show  that  Black  Medicare  beneficiaries  face  barriers 
to  care,  the  access  differentials  have  not  worsened  and  in  some  cases  appear  to  have 
improved  slightly.  Black  Medicare  beneficiaries  have  15  percent  fewer  office  based 
physician  visits  than  White  beneficiaries,  but  43  percent  more  emergency  room  visits,  and 
35  percent  more  inpatient  based  physician  visits,  suggesting  less  access  to  ambulatory 
services  among  Black  beneficiaries.  The  office  based  visit  rate,  however,  has  been 
increasing  for  Black  beneficiaries,  though  at  a  slightly  slower  pace  than  the  increase  in  the 
rate  for  White  beneficiaries. 

There  is  also  some  evidence  to  suggest  that  Black  beneficiaries  are  experiencing  improved 
access  to  referral-sensitive  procedures.  To  illustrate,  the  rate  of  cardiac  revascularization 
procedures  is  increasing  among  Black  beneficiaries.  This  has  resulted  in  a  narrowing  of 
the  difference  between  White  and  Black  Medicare  beneficiaries. 

Another  measure  of  access,  the  30-day  post-admission  death  rate,  reflects  to  some  extent 
differences  in  when  people  enter  the  health  care  delivery  system.  Data  from  1994  suggest 
that  for  some  procedures,  there  has  been  a  narrowing  of  the  difference  between  White  and 
Black  Medicare  beneficiaries.  To  illustrate,  30-day  post  admission  death  rates  following 
CABG  and  amputation  of  the  lower  limb  have  decreased  for  Black  beneficiaries. 
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♦       Indicators  for  both  the  number  of  unique  patients  seen  by  a  physician  (caseload)  and 

allowed  charges  continue  to  suggest  that  access  to  physician  services  has  not  deteriorated 
following  the  introduction  of  the  MFS.  Physicians'  willingness  to  see  Medicare  patients, 
as  revealed  in  caseload  movements,  does  not  appear  to  have  lessened. 


FUTURE  WORK 


♦        As  more  time  elapses  since  implementation  of  the  MFS,  confounding  factors,  such  as 

additional  programmatic  changes  and  new  ways  of  organizing  and  delivering  health  care, 
make  it  increasingly  difficult  to  attribute  observed  changes  to  the  fee  schedule.  In  the 
future,  access  will  be  measured  and  reported  through  the  Government  Performance 
Review  Act  process.  One  of  the  critical  objectives  reflected  in  HCFA's  Strategic  Plan  is 
to  improve  access  to  services  for  underserved  and  vulnerable  beneficiary  populations. 
Five-year  targets  will  be  established  and  success  at  reaching  those  targets  will  be 
monitored  and  documented. 
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INTRODUCTION 


This  1996  Report  to  Congress  is  the  Secretary's  sixth  annual  report  submitted  to  Congress  in 
response  to  requirements  of  Public  Law  101-239,  the  Omnibus  Budget  Reconciliation  Act  of 
1989  (OBRA  '89).  OBRA  '89  required  the  Secretary  to  monitor  and  report  annually  the  impact 
of  changes  in  Medicare  physician  payment  on  utilization  and  access  to  care.  OBRA  '89 
introduced  significant  changes  in  Medicare  physician  payment  policy.  The  three  major 
components  of  the  law  were:  (1)  the  introduction  of  a  Medicare  Fee  Schedule  (MFS),  which  was 
implemented  beginning  January  1,  1992,  under  a  transition  period  ending  in  1996;  (2)  the 
establishment  of  limits  on  physicians'  charges  exceeding  the  fee  schedule  amount;  and  (3)  the 
institution  of  target  rates  of  growth  in  expenditures  for  physicians'  services.  The  intent  of  these 
changes  was  to  provide  more  rational  and  equitable  payment  for  physicians'  services  provided 
under  the  Medicare  program.' 


As  described  in  previous  reports,  payment  reform  is  part  of  a  continuum.  Before  the  OBRA  '89  reforms  were  instituted, 
a  number  of  significant  changes  were  initiated  in  physician  payment  policy  that  affected,  and  will  continue  to  affect,  utilization  and 
access.  These  include  the  implementation  in  1975  of  the  Medicare  Economic  Index  as  a  limit  on  increases  in  prevailing  charges;  the 
initiation  in  1984  of  the  participating  physician  program  to  provide  incentives  for  physicians  to  accept  assignment;  the  introduction  in 
1987  of  the  Maximum  Allowable  Actual  Charge  (MAAC)  limits  which  restricted  the  amount  non-participating  physicians  could 
charge;  the  reductions  in  prevailing  charges  for  overpriced  procedures  instituted  for  one  group  of  procedures  in  1988  and  for  another 
in  1990;  and  the  institution  of  fee  schedules  for  radiology  in  1989  and  anesthesiology  in  1990.  Many  other  forces  are  also  likely  to 
continue  to  influence  the  diffusion  of  new  technology  into  the  health  delivery  system.  It  is  important,  therefore,  to  view  any  changes 
found  in  access,  utilization,  and  appropriateness  in  light  of  the  many  factors  that  may  influence  the  health  care  system  in  general  and 
Medicare  in  particular. 
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PREVIOUS  REPORTS 


The  Health  Care  Financing  Administration  has  taken  a  broad  and  varied  approach  to  monitoring 
access  to  care.  Previous  reports  (the  1994  and  1995  Reports  to  Congress)  summarized  the  results 
of  several  studies,  which  primarily  used  the  Medicare  Part  B  monitoring  system,  Part  A  data,  and 
two  national  surveys.  The  multipronged  approach  to  monitoring  access  to  care  has  allowed 
HCFA  to  examine  access  from  various  perspectives. 

In  previous  reports,  several  vulnerable  population  groups  were  identified  and  monitored.  These 
include  benficiaries  who  are  living  in  poverty  areas;  those  dually  eligible  for  Medicare  and 
Medicaid;  Black  Medicare  beneficiaries;  disabled  Medicare  beneficiaries,  the  very  old 
(i.e.,  age  85  and  over),  Medicare  beneficiaries  without  supplemental  insurance;  Medicare 
beneficiaries  residing  in  rural  areas  or  residing  in  areas  designated  as  health  professional  shortage 
areas,  and  Medicare  beneficiaries  residing  in  areas  expected  to  experience  the  greatest  decreases 
in  average  Medicare  fees. 

The  1994  report  described  the  kinds  of  payment  changes  that  resulted  from  the  MFS,  the 
differences  between  vulnerable  groups  in  health  status  and  utilization,  and  whether  payment 
reform  resulted  in  new  barriers  for  vulnerable  population  groups.  Studies  included  in  the 
1994  report  were  updated  and  expanded  in  the  1995  report.  The  1995  report  also  included  a  first 
time  analysis  of  the  effect  of  socioeconomic  status  (SES)  on  health  status  and  utilization. 
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There  were  several  key  findings  from  the  past  reports.  The  1994  and  1995  reports  showed  that 
the  introduction  of  the  MFS  produced  the  kinds  of  shifts  in  payments  that  were  anticipated.  In 
particular,  there  was  a  relative  increase  in  allowed  charges  for  visits  and  consultations  and  a 
relative  decrease  in  allowed  charges  for  procedure-based  services. 

More  importantly,  however,  the  previous  reports  consistently  showed  that  many  vulnerable 
groups  face  barriers  to  care.  To  illustrate,  they  showed  that  race  and  income  are  major  factors 
that  influence  the  amount  and  type  of  services  Medicare  beneficiaries  receive.2  Black  Medicare 
beneficiaries,  regardless  of  income,  visited  a  physician  less  frequently  than  White  beneficiaries,  had 
fewer  preventive  services,  but  were  hospitalized  more  often.  Among  both  races,  the  poorest  of 
the  elderly  had  fewer  physician  visits  and  preventive  services,  but  were  hospitalized  more  often 
than  the  most  affluent.  These  patterns  suggest  that  Black  beneficiaries  overall  and  the  poorest  of 
both  races  may  be  receiving  less  primary  and  preventive  care  than  Whites  and  the  most  affluent 
Medicare  beneficiaries  in  both  races. 

Similarly,  the  findings  in  the  previous  reports  also  suggest  that  Black  and  low  income  Medicare 
beneficiaries  are  receiving  less  than  optimal  management  of  disease.  In  particular,  Black  and 
lower  income  White  Medicare  beneficiaries  have  a  higher  rate  of  bilateral  orchiectomy,  a 
procedure  performed  for  late  stage  prostate  cancer.  Black  and  low  income  Medicare  beneficiaries 
also  have  higher  rates  of  hospital  admission  for  conditions  that  are  potentially  avoidable  with 


It  is  important  to  note  that  while  adjusting  mortality  and  utilization  rates  for  income  had  a  small  or  modest  effect  on  racial 
differences,  it  did  not  eliminate  these  differences. 
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timely  and  appropriate  ambulatory  care  (ambulatory  care  sensitive  conditions-ACS  conditions). 
An  article  based  on  data  developed  for  these  reports  (Gornick,  Eggers,  Reilly  et  al  1996) 
highlighted  the  analyses  that  showed  that  Black  and  lower  income  White  Medicare  beneficiaries 
are  also  more  likely  to  have  an  amputation  of  all  or  part  of  the  lower  limb,  a  procedure  often 
performed  because  of  complications  of  diabetes. 

In  addition  to  indications  of  less  than  optimal  primary  care  and  management  of  disease,  the 
findings  from  past  reports  also  suggest  that  Black  Medicare  beneficiaries  have  less  access  than 
White  beneficiaries  to  referral-sensitive  procedures.3  For  example,  Black  Medicare  beneficiaries 
have  lower  rates  of  coronary  artery  bypass  graft  (CABG),  percutaneous  transluminal  coronary 
angioplasty  (PTC  A),  and  joint  replacements  than  White  beneficiaries. 

Other  notable  differences  between  vulnerable  groups  were  observed  in  the  previous  reports. 
Similar  to  Black  and  lower  income  beneficiaries,  those  residing  in  Health  Professional  Shortage 
Areas  (HPSAs)  or  rural  areas,  and  beneficaries  dually  entitled  to  Medicare  and  Medicaid  received 
fewer  primary  and  preventive  services,  but  were  hospitalized  more  often  for  ambulatory  care 
sensitive  conditions. 

While  these  differences  between  vulnerable  groups  are  a  cause  for  concern,  both  the  1994  and 
1995  reports  showed  that  the  introduction  of  the  new  payment  system  for  physicians  produced  no 


Referral-sensitive  procedures  are  those  procedures  for  which  a  beneficiary  typically  receives  a  referral  from  a  primary  care 
physician  to  a  specialist. 
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new  barriers  to  care  for  the  vulnerable  populations  studied.  Given  the  fact  that  it  has  clearly  been 
established  by  HCFA  and  the  Physician  Payment  Review  Commission  that  the  new  payment 
system  did  not  exacerbate  the  already  existing  barriers  and  that  little  change  is  likely  to  occur  over 
short  periods  of  time,  such  as  from  1  year  to  the  next,  the  Secretary's  1996  Report  has  been  re- 
designed. It  will  focus  primarily  on  providing  a  concise  accounting  of  trends  in  access  and 
utilization  overall  and  by  race. 

THE  1996  REPORT 


This  1996  Report  presents  results  from  updating  four  of  the  basic  studies  included  in  the  1994  and 
1995  reports.  The  Part  B  monitoring  system  and  Part  A  data  used  in  these  analyses  provide 
information  on  physician  and  hospital  services  and  beneficiary  access  to  care.  In  particular, 
physician  visits  are  being  monitored  because  use  of  physician  visits  provides  insight  into  the 
beneficiaries'  entry  into  the  health  care  delivery  system.  To  the  extent  that  beneficiaries  have 
access  to  and  use  primary  care  services,  they  have  entered  the  health  care  delivery  system  and, 
potentially,  have  access  to  specialists  and  more  advanced  procedural  services. 


However,  as  noted  above,  previous  reports  have  demonstrated  important  racial  differences  in  use 
of  services.  Black  Medicare  enrollees  were  found  to  be  less  likely  to  receive  referral  sensitive 
procedures,  but  more  likely  to  undergo  procedures  associated  with  less  than  optimal  management 
of  disease.  The  monitoring  system  used  in  the  four  updated  studies  included  in  this  report  allows 
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an  examination  of  trends  by  race.  This  report  examines  the  same  specific  policy  issues  addressed 
in  previous  reports: 

Question  1:    Does  the  MFS  continue  to  invoke  the  kinds  of  payment  changes  anticipated 
with  regard  to  shifts  of  Medicare  payments  from  procedural  services  toward 
evaluation  and  management  services? 

The  1995  report  showed  that  the  MFS  produced  the  kinds  of  shifts  in  payments  that  were 
anticipated.  In  paprticular,  the  introduction  of  the  MFS  was  accompanied  by  a  relative  increase  in 
allowed  charges  for  visits  and  consultations  and  a  relative  decrease  in  allowed  charges  for 
procedure-based  services.  Between  1992  and  1993,  Medicare  Part  B  allowed  charges  increased 
9.3  percent  for  medical  visits  and  consultations,  and  decreased  2.4  percent  for  procedure  based 
services— namely  surgery,  radiation  therapy,  anesthesia,  and  assistants  at  surgery  (Table  1). 
Between  1993  and  1994,  allowed  charges  for  medical  visits  and  consultations  increased 
12.5  percent.  However,  in  contrast  to  the  2.4  percent  decrease  between  1992  and  1993  for 
procedure  based  services  (surgery,  radiation  therapy,  anesthesia,  and  assistants  at  surgery),  the 
updated  analyses  showed  that  between  1993  and  1994,  allowed  charges  for  surgery,  radiation 
therapy,  anesthesia,  and  assistants  at  surgery  increased  9.2  percent.  The  increases  in  allowed 
charges  across  all  service  categories  between  1993  and  1994  are  primarily  attributable  to  the  1994 
fee  schedule  updates,  which  were  7.9  percent  for  primary  care  services,  10  percent  for  surgical 
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services,  and  5.3  percent  for  other  non-surgical  services.4  The  growth  in  expenditures  between 
1993  and  1994  for  procedure-based  services,  as  compared  to  the  decrease  in  expenditures 
between  1992  and  1993,  reflects  a  large  adjustment  to  the  fee  schedule  update  in  1994  for  the 
surgical  services.5 

While  allowed  charges  for  the  procedure-based  services  increased  substantially  between  1 993  and 
1994,  the  proportion  of  total  Medicare  Part  B  allowed  charges  attributable  to  these  types  of 
services-namely,  surgery,  radiation  therapy,  anesthesia,  and  assistants  at  surgery-has  not 
increased.  In  fact,  in  1992,  surgery,  radiation  therapy,  anesthesia,  and  assistants  at  surgery 
accounted  for  30.3  percent  of  total  allowed  charges.  This  decreased  slightly  to  28. 1  percent  in 
1993  and  27.8  percent  in  1994.  In  contrast,  the  proportion  of  total  Medicare  Part  B  allowed 
charges  attributable  to  medical  visits  and  consultations  has  steadily  increased.  In  1992,  medical 
visits  and  consultations  accounted  for  34  percent  of  total  allowed  charges;  this  increased  to 
35.4  percent  in  1993  and  nearly  36  percent  in  1994. 


The  services  covered  under  the  three  update  categories  (primary  care,  surgery,  and  non-surgical  services)  do  not  map 
exactly  into  the  column  headings  in  Tables  1  and  2.  Roughly,  however,  the  primary  care  services  arc  included  under  the  medical  visits 
and  consultations  column  and  the  surgical  services  are  included  under  the  surgery,  radiation  therapy,  anesthesia  and  assistants  at 
surgery  column.  The  non-surgical  services  are  distributed  throughout  all  columns  except  the  medical  visits  and  consultations  column 

5  Fee  schedule  updates  are  based  on  expenditure  performance  relative  to  the  expenditure  target  set  under  the  Medicare 
Volume  Performance  Standard  (MVPS)  for  a  specified  group  of  services.  There  is  about  a  two  year  time  lag  between  the 
performance  year  used  to  calculate  the  update  and  the  year  the  update  actually  takes  affect.  That  is,  for  a  specified  group  of  services, 
such  as  surgery,  the  January  I,  1994  fee  schedule  update  reflects  expenditure  performance  during  fiscal  year  1992  relative  to  the 
MVPS  target  for  those  services. 


7 


Trends  by  physician  specialty  category: 

Table  2  displays  data  by  type  of  service  for  physician  and  non-physician  services  and  by  physician 
specialty  category.  Total  allowed  charges  for  physician  services  increased  from  $34.9  billion  in 
1992  to  $35.8  billion  in  1993,  or  2.8  percent.  Between  1993  and  1994  total  allowed  charges  for 
physician  services  increased  another  12.7  percent  to  $40.4  billion.  Non-physician  services,  on  the 
other  hand,  showed  a  reverse  pattern  in  which  growth  slowed  markedly  in  the  second  2-year 
period.  Between  1992  and  1993,  total  allowed  charges  for  non-physician  services  increased 
13.2  percent,  but  between  1993  and  1994  total  allowed  charges  increased  by  2.9  percent. 

In  1993,  the  physician  specialty  categories  that  had  the  largest  increases  in  allowed  charges  were 
primary  care  specialties  and  medical  specialties.  Between  1992  and  1993,  total  allowed  charges 
increased  1 1  percent  (from  $3.4  billion  to  $3.7  billion)  and  6.6  percent  (from  $12.6  billion  to 
$13.5  billion)  for  primary  care  and  medical  specialties,  respectively.  There  was  little  change 
between  1992  and  1993  for  the  other  physician  specialty  categories,  such  as  surgical.  In  contrast 
to  the  growth  patterns  between  1992  and  1993,  between  1993  and  1994  all  physician  specialty 
categories  showed  increases  of  at  least  1 1  percent  in  total  allowed  charges.  As  noted  previously, 
this  growth  was  largely  a  result  of  the  conversion  factor  updates  for  1994. 

The  1 995  report  revealed  that  there  was  very  little  change  over  time  in  the  proportion  of  total 
allowed  charges  accounted  for  by  the  various  specialty  categories.  The  1995  report  also  revealed 
a  trend  toward  an  increasing  share  of  payments  for  office  based  care,  and  a  decreasing  share  of 
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payments  made  for  physician  services  provided  in  the  inpatient  setting.  Preliminary  data  from 
1 995  continue  to  support  these  findings  (Table  4). 


Trends  for  services  covered  under  the  MFS: 

Figure  1  and  Tables  5  through  1 1  provide  additional  detail  on  the  types  of  services  received  by 
Medicare  beneficiaries.  Unlike  Tables  1  through  4,  the  subsequent  analyses  are  limited  to  services 
covered  under  the  MFS  and  focus  on  overall  trends  in  allowed  charges  and  utilization  rates  by 
type  of  service. 

In  1991,  allowed  charges  for  physician  services  covered  under  the  MFS  totaled  $33.0  billion,  an 
increase  of  10.4  percent  from  the  $29.9  billion  in  1990  (Table  5).  During  the  first  year  of 
physician  payment  reform  (1992),  allowed  charges  for  physician  services  covered  under  the  MFS 
decreased  slightly  (0.8  percent)  to  $32.8  billion.  However,  during  the  second  and  third  years 
(1993  and  1994),  allowed  charges  for  physician  services  covered  under  the  MFS  increased, 
especially  in  1994  where  the  increase  was  11.5  percent.  Preliminary  results  from  1995  suggest  the 
increase  in  allowed  charges  for  physician  services  covered  under  the  MFS  is  continuing,  but  at  a 
slower  rate.6 

Rates  of  change  varied  by  broad  type  of  service.  During  1992  and  1993,  the  first  and  second 
years  of  physician  payment  reform,  allowed  charges  for  visits  and  consults  increased  by  more  than 
8  percent.  In  contrast,  allowed  charges  for  procedures  decreased  by  9  percent  in  1992  and  then 

6  As  noted  earlier,  these  increases  reflect,  in  part  the  lagged  effect  of  the  MFS 
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remained  unchanged  in  1993.  In  1994,  allowed  charges  for  both  types  of  service  categories 
increased  by  12.8  percent.  As  a  result  of  these  trends,  there  has  been  a  shift  in  the  distribution  of 
charges  by  type  of  service  category.  Prior  to  physician  payment  reform,  procedures  included 
under  the  fee  schedule  accounted  for  about  46  percent,  and  visits  and  consults  accounted  for 
about  40  percent  of  allowed  charges  for  those  services  included  under  the  MFS  (Figure  1). 
During  1992  (the  first  year  of  physician  payment  reform),  the  pattern  was  reversed:  procedures 
accounted  for  42  percent  of  allowed  charges  and  visits  and  consults  accounted  for  43  .8  percent  of 
allowed  charges.  This  pattern  has  continued,  with  visits  and  consultations  accounting  for  an 
increasing  share  of  allowed  charges.  Preliminary  results  from  1995  reflect  a  similar  pattern  as 
1994:  visits  and  consults  accounted  for  nearly  47  percent  of  allowed  charges,  and  procedures 
accounted  for  nearly  41  percent. 

Visits  and  consultations:  Between  1990  and  1994,  allowed  charges  for  visits  and  consultations 
(Table  6)  and  the  visit  rates  (Table  7)  have  generally  increased,  regardless  of  the  site  of  service  or 
the  type  of  visit.7  The  most  notable  exception  is  the  hospital  based  physician  visit  rate.  To  some 
extent,  the  decline  in  the  hospital  based  physician  visit  rate  likely  reflects  the  decline  in  the  hospital 
admission  rate  and  average  length  of  stay. 

Procedures:   Allowed  charges  for  procedures  are  shown  in  Table  8.  As  described  in  the 

1995  report,  most  of  the  categories  experienced  moderate  changes  (less  than  10  percent  higher  or 

7The  substantial  increase  in  allowed  charges  and  the  visit  rate  for  psychiatry  could  reflect  a  delayed  effect  of  the 
OBRA  '89  coverage  changes  implemented  in  1 990.  Beginning  in  January  1 990,  the  annual  cap  on  outpatient  mental 
health  services  was  eliminated,  and  direct  reimbursement  to  clinical  psychologists  and  social  workers  was  allowed. 
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lower)  in  allowed  charges  between  1992  and  1993  8  9  Between  1993  and  1994,  however,  many 
more  categories  experienced  increases  of  1 0  percent  or  more  and  very  few  categories  experienced 
any  decrease  in  allowed  charges.  The  most  notable  examples  are  those  with  increases  of 
14  percent  or  more  in  allowed  charges  between  1993  and  1994:  hysterectomy, 
thromboendarterectomy,  other  major  cardiovascular  procedures,  hip  fracture  repair,  other  major 
orthopedic  procedures,  treatment  for  retinal  lesions,  lithotripsy,  minor  skin  procedures,  minor 
musculoskeletal  procedures,  other  minor  procedures,  laparoscopic  cholecystectomy,  other 
endoscopy,  and  cardiovascular  stress  testing.10 

Since  the  inception  of  physician  payment  reform  all  of  the  general  major  procedures  have 
experienced  a  decline  in  the  rate  per  1,000  beneficiaries  (Table  9).  For  most  of  the  general  major 
procedures,  the  decline  in  the  rate  per  1,000  beneficiaries  was  small,  but  for  cholecystectomy  and 
TURP  the  decline  was  larger  and  began  prior  to  implementation  of  the  MFS."  With  a  few 
exceptions,  the  rates  for  the  major  cardiovascular,  orthopedic,  and  eye  procedures,  and  the  rates 
for  ambulatory  procedures  have  not  changed  substantially  since  the  inception  of  the  MFS  .I!  The 
rate  of  hip  fracture  repair  has  increased  steadily  since  1 990,  but  this  likely  reflects,  in  part,  the 

8  In  the  1995  report,  categories  with  more  than  a  10  percent  decline  in  allowed  charges  included  cholecystectomy,  TURP, 
and  cardiovascular  stress  testing.  Categories  with  more  than  a  10  percent  increase  in  allowed  charges  included  laparoscopic 
cholecystectomy,  treatment  of  retinal  lesions,  minor  skin  procedures,  other  oncology,  laryngoscopy,  other  endoscopy, 
electrocardiograms,  and  other  tests. 

9See  the  1994  Report  to  Congress  for  a  definition  of  the  HCPCS  codes  included  in  each  category. 

10The  decrease  in  1992  in  allowed  charges  for  electrocardiograms  and  then  the  subsequent  increase  in  1994  corresponds  to 
the  provision  that  prohibited  separate  payment  for  EKG  interpretation  (if  performed  during  or  related  to  an  evaluation  and 
management  service)  and  then  the  subsequent  repeal  of  that  provision. 

1 1  The  decline  in  the  rate  of  cholecystectomy  corresponds  to  the  increase  in  the  rate  of  laparoscopic  cholecystectomy. 

12Prior  to  the  MFS,  the  rate  of  PTCA  increased  45  percent  from  3.8  in  1990  to  5.5  in  1991. 
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aging  of  the  population.  Also,  between  1992  and  1994,  treatment  for  retinal  lesions  has  increased 
nearly  1 0  percent. 

The  rates  per  1,000  beneficiaries  for  the  various  endoscopy  procedures  reveal  some  differing 
trends.  Arthroscopy,  upper  gastrointestinal  endoscopy,  and  colonoscopy  show  average  annual 
percent  increases  since  1990,  with  no  particular  post-MFS  pattern  discernable.  In  contrast,  the 
rate  of  sigmoidoscopy  has  sharply  declined  beginning  with  the  first  year  of  the  MFS  in  1992. 

Imaging:  Tables  10  and  1 1  show  rates  and  allowed  charges  and  the  average  annual  percent  change 
for  imaging  procedures  included  under  the  MFS.  Changes  in  allowed  charges  and  rates  per  1,000 
beneficiaries  varied  across  the  different  types  of  imaging  procedures.  Among  the  standard 
imaging  procedures,  allowed  charges  and  the  rate  per  1,000  beneficiaries  for  imaging  of  the  GI 
tract  steadily  decreased  between  1990  and  1994.  Between  1990  and  1994,  allowed  charges 
decreased  from  $190  million  to  $132  million,  and  the  rate  decreased  from  101  per  1,000 
beneficiaries  to  83  per  1,000  beneficiaries.  In  contrast,  allowed  charges  for  nuclear  medicine 
steadily  increased  (from  $286  million  to  $409  million).  The  rate  of  nuclear  medicine  imaging 
procedures  increased  through  1993  (from  111  per  1,000  beneficiaries  in  1990  to  129  in  1993), 
and  then  despite  the  continued  increase  in  allowed  charges,  declined  6  percent  in  1994. 

Among  the  more  advanced  imaging  procedures,  allowed  charges  for  magnetic  resonance  imaging 
(MRIs)  showed  the  most  notable  patterns.  Allowed  charges  for  MRIs  of  the  brain  nearly  doubled 
between  1990  and  1994,  from  $111  million  in  1991  to  $205  million  in  1994,  with  the  most 

12 


dramatic  increase  occurring  between  1991  and  1992.  A  similar  pattern  was  observed  for  the  rate 
of  MRIs  of  the  brain;  that  is,  a  steady  growth  between  1990  and  1994    Allowed  charges  for 
other  types  of  MRIs  increased  steadily  through  1993  (from  $143  million  in  1990  to  $199  million 
in  1993)  and  then  sharply  increased  in  1994  (to  $261  million).  The  rate  of  other  types  of  MRIs 
also  increased  sharply  in  1994. 

Two  cardiac  imaging  procedures  included  under  the  MFS  had  marked  changes  in  allowed  charges 
and  in  the  rate  per  1,000  beneficiaries.  Between  1990  and  1994,  both  allowed  charges  and  the 
rate  of  echocardiography  steadily  increased.  Allowed  charges  for  echocardiography  increased 
65  percent  (or  at  an  average  annual  rate  of  13  percent),  from  $496  million  to  $820  million.  The 
rate  of  echocardiography  increased  107  percent  (or  at  an  average  annual  rate  of  20  percent),  from 
133  per  1,000  beneficiaries  to  275  per  1,000  beneficiaries.  While  the  increases  in  allowed  charges 
and  the  rate  of  echocardiography  are  large,  there  does  not  seem  to  be  any  particular  pattern 
associated  with  the  MFS.  In  contrast,  after  the  implementation  of  the  MFS,  allowed  charges  for 
other  cardiac  procedures  (which  includes  cardiac  catheterization)  decreased  sharply,  while  the  rate 
of  other  cardiac  procedures  increased.  That  is,  between  1992  and  1994,  allowed  charges 
decreased  at  an  average  annual  rate  of  27  percent,  from  $543  million  to  $289  million,  while  the 
rate  per  1,000  beneficiaries  increased  at  an  average  annual  rate  of  44  percent  during  this  same 
time  period.  While  the  increase  between  1992  and  1994  in  the  rate  per  1,000  beneficiaries  of 
other  cardiac  procedures  is  large,  the  overall  increase  between  1990  and  1994  is  even  more 
remarkable.  Between  1990  and  1994  the  rate  increased  nearly  300  percent. 
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Question  2:    Has  payment  reform  exacerbated  racial  differences  in  access  to  services  that 
were  reported  in  earlier  analyses? 

While- the  updated  studies  continue  to  show  that  Black  Medicare  beneficiaries  face  barriers  to 
care,  the  access  differentials  have  not  worsened.  However,  the  access  differential  have  not 
improved  either. 

Trends  in  Black:  White  Differences  in  Utilization  of  Physician  Services 

Tables  12  through  14  show  the  ratio  of  use  rates  for  Black  aged  beneficiaries  compared  to  White 
aged  beneficiaries  for  the  years  1990  through  1994  (with  preliminary  data  for  1995)." 

Evaluation  and  Management  Services:  Overall,  in  1994  the  rate  of  visits  and  consultations  for 
Black  Medicare  beneficiaries  was  2  percent  lower  than  for  White  Medicare  beneficiaries 
(Table  12).  Since  1990,  the  difference  between  Black  and  White  Medicare  beneficiaries  in  the 
overall  rate  of  physician  visits  and  consultations  has  remained  relatively  unchanged.  Between 
1990  and  1994,  the  underlying  rates  increased  14.5  percent  for  Whites  and  17.3  percent  for  Black 
beneficiaries. 

When  the  components  (or  site  of  service)  that  make  up  the  overall  rate  are  examined  individually, 
certain  differences  between  White  and  Black  Medicare  beneficiaries  are  seen.  Black  Medicare 


The  underlying  rates  were  adjusted  for  differences  by  race  in  age  and  sex.  Tables  12  through  14  display  the  rate  ratios, 
but  not  the  underlying  rates. 
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beneficiaries  have  about  1 5  percent  fewer  office  based  visits  than  White  beneficiaries,  suggesting 
that  Black  beneficiaries  may  have  less  access  to  ambulatory  services  However,  between 
1990  and  1994,  the  number  of  office  based  visits  per  beneficiary  increased  at  a  similar  rate  for 
both  White  and  Black  beneficiaries  (Figure  2).M 

In  contrast  to  the  office  based  rate,  Black  Medicare  beneficiaries  have  a  higher  rate  than  White 
beneficiaries  of  hospital  inpatient  based  physician  visits  (Figure  3).  In  1994,  the  rate  for  Black 
beneficiaries  was  35  percent  higher  than  the  rate  for  White  beneficiaries.  The  higher  hospital 
inpatient  based  visit  rate  reflects  in  part  both  a  higher  discharge  rate  and  longer  lengths  of  stay  per 
discharge  for  Black  beneficiaries.15  Table  12  shows  that  the  Black- White  ratio  of  hospital 
inpatient  based  physician  visits  has  increased  substantially  between  1990  and  1994,  from  1.22  in 
1990  to  1.35  in  1994.  The  increase  in  the  rate  ratio  partially  reflects  a  gradually  increasing 
discharge  rate  for  Black  beneficiaries  while  the  discharge  rate  for  White  Medicare  beneficiaries 
was  declining.'6  Among  the  hospital  inpatient  based  visit  rates,  the  most  striking  trend  is  the 
Black/White  ratio  for  critical  care  visits.  In  1990,  the  rate  of  critical  care  visits  was  essentially  the 
same  for  White  and  Black  Medicare  enrollees,  but  by  1994  Black  Medicare  beneficiaries  had 


The  office  baaed  visit  rate  includes  non-ER  visits  to  hospital  outpatient  departments. 

1  In  1994,  the  discharge  rate  for  non- White  Medicare  beneficiaries  was  about  10  percent  higher  than  for  White 
beneficiaries,  and  the  days  of  care  per  discharge  were  about  16  percent  higher.  The  resulting  days  of  care  per  beneficiary  were  about 
27  percent  higher  for  non-White  Medicare  beneficiaries  compared  with  White  beneficiaries. 

1  between  1990  and  1994,  the  discharge  rate  for  Black  Medicare  beneficiaries  increased  at  an  average  rate  of  about  1 
percent  annually,  while  the  discharge  rate  for  White  Medicare  beneficiaries  decreased  at  an  average  annual  rate  of  .24  percent.  During 
this  same  time,  the  days  of  care  per  discharge  decreased  for  White  and  Black  Medicare  beneficiaries  alike,  but  the  rate  of  decrease  was 
larger  for  White  beneficiaries  (4.29  percent  annually  versus  3.98  percent  annually).  Taken  together,  the  Black/White  ratio  for  days  of 
care  per  enrollee  increased  from  1.20  in  1990  to  1.28  in  1994. 
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49  percent  more  critical  care  visits  than  White  beneficiaries.  However,  as  Figure  4  shows,  the 
underlying  rates  for  both  groups  of  beneficiaries  is  relatively  low  Between  1992  and  1994,  the 
critical  care  visit  rate  for  Black  Medicare  beneficiaries  increased  1.5  percent  annually,  while  the 
rate  for  White  beneficiaries  decreased  5.7  percent  annually.1. 

Physician  Procedures  Included  Under  the  MFS:  As  described  in  the  previous  Reports  to  Congress 
(1994  and  1995),  there  is  wide  variation  in  relative  use  of  procedures  by  Black  compared  to 
White  beneficiaries  (Table  13).  Among  the  major  general  procedures,  Black  beneficiaries  are  only 
about  half  as  likely  as  White  beneficiaries  to  undergo  disk  surgery.  While  the  rate  of  disk  surgery 
has  fluctuated  throughout  the  1 990  to  1 994  time  period,  the  fluctuation  has  followed  a  similar 
pattern  for  both  Black  and  White  beneficiaries.  That  is,  for  both  Black  and  White  beneficiaries, 
the  rate  increased  each  year  between  1990  and  1992,  and  then  declined  in  1993  and  1994." 

Between  1990  and  1994,  the  number  of  cholecystectomies  per  1,000  White  and  per  1,000  Black 
beneficiaries  steadily  decreased,  but  at  a  much  faster  rate  for  Whites  (16.6  percent  annually  versus 
11.9  percent  annually).  The  larger  decline  for  White  beneficiaries  resulted  in  an  increase  in  the 
rate  ratio,  from  0.62  in  1990  to  0.77  in  1994.  The  decline  in  the  rate  of  cholecystectomy 
coincides  with  the  increase  in  the  rate  of  laparascopic  cholecystectomy,  an  alternative  form  of 
treatment  for  some  cases  of  cholelithiasis.  Between  1990  and  1994,  for  White  and  Black 

17Beginning  with  1992,  the  definition  of  a  critical  care  visit  substantially  changed.  This  definitional  change  explains  the 
large  drop  in  the  visit  rate  between  1991  and  1992  (see  Figure  4). 

is 

It  is  possible  that  the  decline  in  the  rate  of  disk  surgery  could  reflect  a  more  conservative  approach  to  treatment  that  has 
recently  been  recommended  by  an  AHCPR  PORT  Given  the  limitation  of  this  study,  though,  it  is  difficult  to  say  with  certainty. 
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beneficiaries  alike,  the  rate  of  laparascopic  cholecystectomy  dramatically  increased,  but  with 
Blacks  having  a  rate  about  half  that  of  Whites.  For  White  beneficiaries,  the  rate  increased  from 
0. 14  per  1,000  to  4.69  per  1,000;  the  rate  for  Black  beneficiaries  increased  from  0  07  per  1,000  to 
2.65  per  1,000. 

After  1991,  the  rate  of  TURP  (a  procedure  used  to  treat  the  symptoms  of  benign  prostatic 
hypertrophy,  or  BPH)  went  down  dramatically  for  both  White  and  Black  beneficiaries.  For  White 
beneficiaries  the  rate  decreased  35  percent,  and  for  Black  beneficiaries  the  rate  decreased 
25  percent.  The  decline  in  the  rate  of  TURP  coincides  with  the  introduction  of  medical  therapies 
such  as  a  drug  to  treat  the  symptoms  of  BPH,  as  well  as  increased  recognition  of  the  side  effects 
of  surgery.  While  many  of  the  general  major  procedures  experienced  changes  during  this  time 
period,  the  changes  do  not  appear  to  be  directly  attributable  to  the  implementation  of  the  MFS, 
nor  does  there  appear  to  be  any  deterioration  of  the  already  existing  racial  differences. 

The  large  racial  differences  in  the  cardiovascular  procedures  have  been  well  documented 
(Gornick  et  al  ).  While  there  has  been  some  improvement  during  the  1990  to  1994  time  period, 
there  are  still  large  differences  between  White  and  Black  Medicare  beneficiaries.  In  1990,  Black 
Medicare  beneficiaries  had  a  rate  of  CABG  surgery  that  was  77  percent  lower  than  the  rate  for 
White  beneficiaries.  By  1994,  the  rate  for  Black  beneficiaries  was  58  percent  lower.  The  same 
pattern  was  seen  for  PTC  A.  In  1990,  Black  beneficiaries  had  a  rate  that  was  67  percent  lower 
than  the  rate  for  White  beneficiaries.  By  1994,  Black  beneficiaries  had  a  rate  that  was  53  percent 
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lower  than  the  rate  for  White  beneficiaries.  Similar  to  the  major  general  procedures,  the  changes 
do  not  appear  to  be  directly  attributable  to  the  implementation  of  the  MFS. 

For  the  major  orthopedic  and  eye  procedures,  the  Black-White  rate  ratios  have  remained 
relatively  constant  throughout  the  1990  to  1994  time  period.  There  has  also  been  little  change  in 
the  rate  ratios  for  the  more  minor  ambulatory  and  skin  procedures,  and  for  the  endoscopy 
procedures.  While  the  rate  ratios  for  the  endoscopy  procedures  have  generally  not  changed,  there 
has  been  change  in  the  underlying  rates,  though  there  is  no  apparent  relationship  between  these 
changes  and  the  implementation  of  the  MFS.  More  specifically,  between  1990  and  1994,  for  both 
Black  and  White  Medicare  beneficiaries,  the  rate  of  colonoscopy  went  up  (5 1  percent  for  Black 
beneficiaries  and  45  percent  for  White  beneficiaries)  while  the  rate  of  sigmoidoscopy  went  down 
(15  percent  for  Black  beneficiaries  and  20  percent  for  White  beneficiaries).  As  described 
previously  in  this  report,  the  rate  of  laparoscopic  cholecystectomy  increased  dramatically  as  the 
rate  of  cholecystectomy  decreased. 

Imaging  Procedures  Included  Under  the  MFS:  During  the  1990  to  1994  time  period,  there  have 
been  some  changes  in  the  Black-White  rate  ratios  for  the  standard  imaging  procedures.  To 
illustrate,  the  rate  ratio  has  steadily  increased  for  standard  chest  imaging.  In  1990,  Black 
Medicare  beneficiaries  had  a  rate  that  was  4  percent  higher  than  the  rate  for  White  beneficiaries, 
by  1994,  the  rate  for  Black  beneficiaries  was  1 1  percent  higher  During  this  period  there  was  a 
gradual  increase  in  the  rate  of  chest  imaging  for  Black  and  White  beneficiaries  alike.  Similarly, 
the  rate  of  standard  breast  imaging  has  increased  for  both  Black  and  White  beneficiaries  and  a 
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slight  narrowing  of  the  large  racial  difference  occurred."  In  1990,  the  rate  of  standard  breast 
imaging  for  Black  beneficiaries  was  40  percent  lower  than  the  rate  for  White  beneficiaries;  by 
1 994  the  rate  for  Black  beneficiaries  was  3 1  percent  lower. 

Unlike  standard  chest  and  breast  imaging,  the  rate  of  standard  imaging  of  the  GI  tract  has  declined 
for  both  Black  and  White  beneficiaries,  though  at  slightly  faster  rate  for  White  beneficiaries 
(nearly  17  percent  annually  for  White  beneficiaries  versus  nearly  14  percent  annually  for  Black 
beneficiaries).  The  resulting  rate  ratio  increased  slightly  between  1990  and  1994.  In  1990,  Black 
beneficiaries  had  a  rate  that  was  6  percent  higher  than  the  rate  for  White  beneficiaries,  by  1994, 
the  rate  for  Black  beneficiaries  was  10  percent  higher.  While  the  rate  of  standard  imaging  of  the 
GI  Tract  was  declining,  during  this  same  time  the  rate  of  upper  GI  endoscopy  was  increasing  at  an 
average  annual  rate  of  nearly  8  percent  for  both  White  and  Black  beneficiaries.20 

Among  the  more  advanced  imaging  procedures,  namely  CT  scans  and  MRIs,  the  rates  steadily 
increased  for  both  Black  and  White  Medicare  beneficiaries  during  the  1990  to  1994  time  period. 
The  rates  of  increase  in  CT  scans  of  the  head  and  MRIs  of  the  brain  have  been  faster  for  Black 
beneficiaries  than  White  beneficiaries,  leading  to  an  increase  in  the  Black- White  rate  ratios  for 
both  types  of  imaging  procedures.  In  1990,  the  rate  of  CT  scan  of  the  head  was  28  percent  higher 
for  Black  beneficiaries  compared  with  White  beneficiaries,  by  1994,  the  rate  was  35  percent 
higher  for  Black  beneficiaries  compared  with  White  beneficiaries.  In  1990,  the  rate  of  MRI  of  the 
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The  mammography  screening  benefit  went  into  effect  on  January  1,  1991 . 

20 

As  reflected  in  the  underlying  rates  used  to  generate  Table  13. 
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brain  was  25  percent  lower  for  Black  beneficiaries  compared  with  White  beneficiaries;  by  1994, 
the  difference  had  narrowed,  with  Black  beneficiaries  having  a  rate  1 3  percent  lower  than  the  rate 
for  White  beneficiaries. 

For  both  White  and  Black  beneficaries,  the  rates  for  the  various  sonography  procedures  increased 
betweeen  1990  and  1994.  The  most  dramatic  trends  are  seen  in  the  rate  of  echocardiography  of 
the  heart  and  sonography  of  the  prostate  gland.  The  rate  of  echocardiography  more  than  doubled 
for  both  groups  of  beneficiaries.  In  1990,  the  rate  for  Black  beneficiaries  was  8  percent  higher 
than  the  rate  for  White  beneficiaries;  by  1994,  the  rate  for  Black  beneficiaries  was  14  percent 
higher.  Even  more  notable  is  the  trend  in  sonography  of  the  prostate  gland.  In  1990,  the  rate  for 
Black  beneficiaries  was  30  percent  lower  than  the  rate  for  White  beneficiaries.  For  both  groups  of 
beneficiaries  the  rate  of  sonography  of  the  prostate  increased  through  1992.  After  1992,  the  rate 
of  sonography  of  the  prostate  continued  to  increase  for  Black  beneficiaries,  while  the  rate 
remained  relatively  unchanged  for  White  beneficiaries.  This  resulted  in  a  reversal  of  the  rate  ratio, 
so  that  by  1994,  Black  beneficiaries  had  a  rate  that  was  6  percent  higher  than  the  rate  for  White 
beneficiaries.2' 

Trends  in  Black  White  Differences  in  Inpatient  Procedures  and  30-Dav  Post-Admission  Death 
Rates: 


21  Data  from  the  SEER  program  reveal  that  in  1991  the  incidence  of  invasive  prostate  cancer  in  men  65  years  of  age  and 
over  was  1 .3  times  higher  in  Black  males  than  in  White  males.  Sonography  of  the  prostate  gland  is  typically  used  to  aid  in  the 
diagnosis  of  prostate  cancer. 
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Previous  data  on  procedures  reflect  services  performed  on  an  outpatient  or  inpatient  basis.  Data 
on  surgical  procedures  performed  only  in  the  hospital  are  presented  in  Tables  15  through  18. 
These  tables  provide  an  additional  perspective  on  the  racial  differences  described  above,  showing 
procedure  rates  and  30-day  post  admission  death  rates.  Racial  differences  in  the  30-day 
post-admission  death  rate  is  another  measure  of  access  since  it  reflects  to  some  extent  differences 
in  severity  of  illness,  i.e.,  differences  in  when  people  enter  the  health  care  delivery  system.  Of 
course,  there  may  be  racial  differences  in  post-admission  death  rates  for  reasons  other  than  access 
barriers,  such  as  differences  in  patient  behavioral  characteristics  or  quality  of  care. 

Selected  Heart  and  Vascular  Procedures:  As  expected,  hospital  discharge  data  support  the 
previously  reported  finding  that  there  has  been  a  slight  narrowing  of  the  racial  difference  in  the 
rates  for  both  CABG  and  PTC  A  (Table  1 5).    While  Black  beneficiaries  are  shown  to  be  much 
less  likely  to  undergo  either  of  these  procedures,  they  are  more  likely  to  die  within  30  days  of 
admission.    While  Black  beneficiaries  are  more  likely  to  die  within  30  days  of  discharge  following 
both  CABG  and  PTCA  there  has  been  a  narrowing  of  the  racial  difference. 

Unlike  the  ratios  of  mortality  rates  following  the  heart  procedures,  the  Black- White  ratio  of 
mortality  rates  following  carotid  endarterectomy  increased  from  1.28  in  1990  to  1.52  in  1994. 
This  reflects  a  substantial  decline  for  White  beneficiaries  without  a  corresponding  change  for 
Black  beneficiaries. 


21 


Selected  Orthopedic  and  Back  Procedures:  For  both  Black  and  White  beneficiaries,  the  rates  for 
most  of  the  orthopedic  and  back  procedures  increased  between  1990  and  1994  (Table  16).  In 
contrast,  the  30-day  post  admission  mortality  rates  generally  decreased  While  in  some  cases 
there  has  been  a  narrowing  of  the  difference  between  White  and  Black  beneficiaries  in  the 
30-day  post-admission  mortality  rates,  for  the  majority  of  the  selected  orthopedic  and  back 
procedures,  Black  beneficiaries  still  have  a  higher  30-day  post-admission  mortality  rate  than  White 
beneficiaries.  For  example,  the  30-day  post-admission  mortality  rates  following  total  knee 
replacement,  total  hip  replacement,  laminectomy,  excision  of  the  disk,  and  spinal  fusion  decreased 
for  both  White  and  Black  beneficiaries,  but  the  rates  for  Blacks  are  still  higher  than  the  rates  for 
Whites. 

Selected  General  Surgical  Procedures:    The  trends  for  the  selected  general  surgical  procedures 
were  mixed.  For  prostatectomy  and  inguinal  hernia  repair,  the  procedure  rates  for  both  races 
decreased,  but  the  30-day  post-admission  mortality  rates  increased  between  1990  and  1994 
(Table  17).  In  contrast,  for  Black  and  White  beneficiaries  both  the  inpatient  mastectomy  rate  and 
the  30-day  post-admission  mortality  rate  decreased. 

Unlike  the  procedures  included  in  Table  1 7,  Table  1 8  includes  surgical  procedures  that  Black 
beneficiaries  undergo  more  often  than  White  beneficiaries.  Moreover,  each  of  these  procedures  is 
associated  with  a  less  than  desirable  outcome  of  a  chronic  illness.  To  illustrate,  the  rate  for  Black 
beneficiaries  of  amputation  of  all  or  part  of  the  lower  limb,  frequently  done  because  of 
complications  of  diabetes,  is  more  than  three  times  greater  than  the  rate  for  White  beneficiaries. 
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The  higher  rate  of  amputation  in  the  Black  population  cannot  be  fully  explained  by  their  higher 
prevalence  of  diabetes  (Gornick  et  al,  1996).  Between  1986  and  1994,  the  rate  of  amputation 
has  remained  relatively  constant  for  White  beneficiaries,  but  has  increased  slightly  for  Black 
beneficiaries.  While  Black  beneficiaries  have  a  higher  procedure  rate  than  White  beneficiaries, 
they  also  have  a  lower  30-day  post-admission  mortality  rate.  For  both  Black  and  White 
beneficiaries,  the  30-day  post-admission  mortality  rate  has  decreased,  but  at  a  somewhat  faster 
rate  for  Black  beneficiaries. 

i 

The  rate  of  bilateral  orchiectomy,  primarily  done  in  cases  of  late  stage  prostate  cancer,  is  more 
than  two  times  greater  in  Black  beneficiaries  than  White  beneficiaries.  For  both,  however,  the 
rate  substantially  decreased  between  1986  and  1994,  though  at  a  faster  rate  for  White 
beneficiaries.  In  1986  the  30-day  post-admission  mortality  rate  was  59  percent  higher  for  Black 
beneficiaries  than  for  White  beneficiaries,  but  by  1994  the  pattern  had  reversed:  the  30-day 
post-admission  mortality  rate  for  Black  beneficiaries  was  nearly  1 8  percent  lower  than  White 
beneficiaries. 

Question  3:    Are  the  impacts  of  the  MFS  on  physicians'  practices  similar  to  earlier 
impacts  detected? 

HCFA  has  been  monitoring  access  indicators  based  on  data  from  a  physician  sample  (the  Part  B 
Physician  Sample  File).  As  with  the  1995  Report  to  Congress,  the  physician  data  cover  35  states 
and  the  District  of  Columbia.  Table  1 9  updates  the  annual  average  and  median  caseload  for 
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specialty  groups  to  1 994,  and  Table  20  does  the  same  for  another  key  indicator—allowed  charges 
per  physician."  Both  tables  show  the  percentage  change  in  the  mean  and  median  from  1992-93 
and  1993-94.  Thus,  the  tables  report  on  indicators  for  the  same  set  of  areas  since  the  first  year 
HCFA  began  paying  physicians  under  MFS. 

The  overall  average  caseload  from  the  36  study  areas  increased  to  340  per  physician  in  1994,  up 
from  333  in  1993  (Table  19),  an  increase  of  about  2  percent.  This  growth  rate  is  similar  to  the 
modest  gain  estimated  for  1992-93,  which  was  3  percent."  The  1994  median  caseload  increased 
4  percent  to  185  Medicare  patients,  up  from  178  in  1993. 

Between  1 993  and  1 994,  surgeons  and  limited  license  practitioners  had  statistically  significant 
gains  in  mean  caseload—gains  of  4  percent  and  6  percent,  respectively.  In  both  cases,  this  appears 
to  contrast  with  flat  growth  experienced  during  the  1992-93  period.  The  primary  care, 
psychiatry,  medical  specialties,  and  RAP  categories  did  not  experience  statistically  significant 
changes  in  average  caseloads  between  1993  and  1994. 

The  median  caseload  grew  somewhat  in  1993-94  for  four  of  the  six  major  specialty  categories- 
psychiatry,  medical  specialties,  surgeons,  and  limited  license  practitioners.  For  primary  care 
practitioners  and  RAPs,  the  changes  of  zero  to  -2  percent  were  minimal. 


"  The  caseload  is  defined  as  the  number  of  unique  patients  seen  by  a  physician  in  that  year. 

^Overall,  non-HMO  Medicare  enrollment  increased  about  1 .5  percent  between  1992  and  1993,  and  0.65  percent  between 
1993  and  1994. 
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Thus,  the  major  specialty  categories'  data  on  average  and  median  caseload  during  1992-94 
suggest  several  patterns.  The  psychiatry  caseload  remained  unchanged,  the  surgical  specialties 
and  limited  license  practitioners  (LLPs,  or  chiropractors  and  optometrists)  exhibited  caseload 
growth  in  the  second  2-year  period,  whereas  caseload  for  primary  care,  RAPs,  and  medical 
specialties  as  a  whole  grew  in  the  first  2-year  period. 

Data  for  the  16  detailed  specialties  reveal  generally  stable  caseloads  between  1993  and  1994.  The 
gain  in  caseloads  for  the  surgical  specialties  was  driven  partly  by  changes  of  more  than  5  percent 
for  three  groups,  obstetrics/gynecology,  orthopedic  surgery,  and  otolaryngology.  The  breakdown 
also  shows  that  optometrists  were  responsible  for  the  overall  gain  among  LLPs;  the  caseload  for 
chiropractors  was  flat.  Cardiologists'  caseload  grew  by  an  estimated  7  percent,  to  an  average  of 
557  patients,  exclusive  of  EKG-only  patients.  The  median  changes  for  the  detailed  specialties 
indicated  either  growth  or  no  change.  The  detailed  surgical  specialties  had  a  tendency  to  exhibit 
larger  percentage  growth  than  detailed  groups  in  the  other  major  categories. 

Table  20  reports  mean  allowed  charges  for  1994.  In  1993,  Medicare  physicians'  mean  allowed 
charges  in  the  36-area  sample  was  $71,300.  By  1994,  the  mean  had  risen  8  percent,  to  $76,899. 
In  contrast  to  the  caseload  results,  there  appears  to  be  a  notable  difference  between  the  1992-93 
and  1993-94  means.  The  difference  suggests  that  allowed  charges  grew  more  in  the  later  period. 
The  median  allowed  charges  in  1994  was  $34,530,  a  10  percent  change  over  1993. 
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Four  of  the  major  specialty  groups'  mean  allowed  charges  grew  between  7  percent  and 
14  percent.  These  were  LLPs  (7  percent),  medical  specialties  (8  percent),  surgeons  (1 1  percent), 
and  psychiatry  (14  percent)."  For  the  remaining  two  major  categories,  primary  care  physicians 
and  RAPs,  the  average  allowed  charges  were  statistically  stable  In  comparison  to  these  results, 
findings  for  the  specialty  groups  in  1992-93  showed  that  only  one  group,  medical  specialties,  had 
a  statistically  significant  gain  in  average  allowed  charges.  That  gain,  of  7  percent,  was  similar  to 
the  1993-94  gain  in  percentage  terms. 

The  change  between  1993  and  1994  in  the  median  allowed  charge  for  the  major  specialty  groups 
ranged  widely.  For  primary  care  practitioners  and  RAPs,  the  median  allowed  charges  remained 
unchanged,  and  for  psychiatry,  it  rose  6  percent.    For  medical  specialties  and  LLPs,  the  median 
grew  10  percent  to  12  percent.  For  surgeons,  it  increased  16  percent,  to  $47,481.  The  pattern  of 
these  increases  is  roughly  consistent  with  the  mean  changes.  The  relatively  large  gains  for 
surgeons  appear  to  reflect  the  somewhat  larger  1 994  fee  schedule  update  for  surgical  services 
(10  percent),  compared  to  primary  care  (7.9  percent)  and  non-surgical  services  (5.3  percent). 

Data  for  the  16  detailed  specialties  in  Table  20  show  mostly  gains  in  allowed  charges,  especially 
among  the  surgical  specialties.  Each  of  the  seven  specialties  detailed  in  the  surgical  category  had 
statistically  significant  increases  in  allowed  charges  between  1993  and  1994,  ranging  from 
9  percent  for  general  surgery  and  ophthalmology  up  to  16-17  percent  for  orthopedic  surgery  and 


The  absolute  change  in  allowed  charges  for  psychiatry,  at  $3327,  was  lower  than  that  of  medical  specialties  or  surgeons, 
but  the  relative  change  was  higher  because  of  the  small  base  value,  $24,144. 
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obstetrics/gynecology.  Cardiology  and  internal  medicine,  the  two  categories  detailed  under 
medical  specialties,  also  had  notable  gains  in  average  allowed  charges.  Finally,  the  gain  of 
4  percent  in  average  allowed  charges  for  family  practitioners  was  relatively  small  but  statistically 
significant. 

The  1993-94  percent  changes  in  median  allowed  charges  repeat  the  pattern  of  relatively  stronger 
gains  among  the  detailed  surgical  and  LLP  specialties,  compared  to  the  other  groups. 

Indicators  for  both  caseload  and  allowed  charges  continue  to  suggest  that  access  to  physician 
services  has  not  deteriorated  following  the  introduction  of  the  MFS.  Physicians'  willingness  to 
see  Medicare  patients,  as  revealed  in  caseload  movements,  does  not  appear  to  have  lessened,  in 
view  of  the  stability  or  improvement  we  observe  in  caseload  measures.  The  1993-94  gains  in 
revenues  for  Medicare  physicians  may  be  taken  to  indicate  that  Medicare's  economic  importance 
to  the  physician  is  probably  not  waning. 

CONCLUSIONS 

Despite  the  across  the  board  increase  in  allowed  charges  in  1 994,  the  shift  in  payments  described 
in  previous  reports,  from  procedural  services  toward  evaluation  and  management  services,  was 
sustained.  The  rates  associated  with  some  procedures  included  in  the  MFS  did  change  during  the 
1 990  to  1 994  time  period,  though  none  of  these  changes  appears  to  be  directly  attributable  to 
implementation  of  the  fee  schedule. 
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Equally  as  important  as  the  effect  of  the  fee  schedule  on  the  distribution  of  allowed  charges,  is  the 
impact  on  vulnerable  populations  The  updated  studies  continue  to  show  that  Black  Medicare 
beneficiaries  face  barriers  to  care,  though  the  access  differentials  have  not  worsened.  In  some 
cases  the  access  differentials  may  actually  have  improved  slightly.  To  illustrate,  the  office  based 
visit  rate  has  been  increasing  for  Black  beneficiaries,  though  at  a  slightly  slower  pace  than  the 
increase  in  the  rate  for  White  beneficiaries.  There  is  also  some  evidence  to  suggest  that  Black 
beneficiaries  are  experiencing  improved  access  to  referral  sensitive  procedures,  such  as  cardiac 
revascularization  procedures,  and  improved  30-day  post  admission  mortality  following  these 
procedures.  Again,  however,  these  improvements  do  not  appear  to  be  directly  attributable  to  the 
fee  schedule. 

Finally,  indicators  for  both  the  number  of  unique  patients  seen  by  a  physician  (caseload)  and 
allowed  charges  continue  to  suggest  that  access  to  physician  services  has  not  deteriorated 
following  the  introduction  of  the  MFS.  Physicians'  willingness  to  see  Medicare  patients,  as 
revealed  in  caseload  movements,  does  not  appear  to  have  lessened. 

As  more  time  elapses  since  implementation  of  the  MFS,  confounding  factors,  such  as  additional 
programmatic  changes  and  new  ways  of  organizing  and  delivering  health  care,  make  it 
increasingly  difficult  to  attribute  observed  changes  to  the  fee  schedule.  However,  given  the 
importance  of  continuously  evaluating  the  effects  of  the  Medicare  program  on  beneficiaries,  the 
monitoring  systems  that  have  already  been  established  to  evaluate  the  impact  of  the  fee  schedule 
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on  access  will  be  continued.  These  monitoring  systems  are  useful  not  only  for  assessing  the 
impact  of  the  fee  schedule,  but  also  for  the  more  broad  program  evaluation  efforts. 

In  the. future,  the  program  monitoring  efforts  will  be  expanded  to  examine  access  to  care  by 
Medicare  managed  care  enrollees.  With  the  increasing  enrollment  of  Medicare  beneficiaries  in 
managed  care  and  the  incentives  inherent  in  these  models,  this  will  become  increasingly  important 
To  the  extent  possible,  this  effort  will  take  advantage  of  surveys  that  are  being  required  of 
Medicare  managed  care  plans.  Future  efforts  will  also  address  the  types  of  measures  that  are 
appropriate  for  managed  care. 
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Table  1 

Medicare  Part  B  Fee-for-Service  Claims:  Allowed  Charges  by  Type  of  Service, 

1992.  1993  and  1994 


Surgery, 

X-ray 

Medical 

Rad.  Ther , 

and 

• 

Visits  and 

Anesthesia, 

Lab 

All 

Year 

Total 

Consultations 

&  Assistants 

Tests 

Other 

Allowed  charges  (in  millions) 

1994 

$  50,9% 

$  18,346 

S       14,186  $ 

9,698 

$  8,766 

1993 

46,135 

16,312 

12.986 

8,962 

7,875 

1992 

43,944 

14,926 

13.303 

8,785 

6,930 

Percent  changes 

1993-94 

10.5 

12.5 

92 

8.2 

11.3 

1992-93 

5.0 

9  3 

-2.4 

2.0 

13.6 

Adjusted  for  changed  population 

1993-94 

10.0 

12.0 

8.7 

7.7 

10.8 

1992-93 

3.6 

7.9 

-3.7 

0.7 

12.3 

NOTE:  HCFA  is  Health  Care  Financing  Administration. 

SOURCE:  HCFA  Part  B  Monitoring  System:  Allowed  charges  derived  from  HCFA  National  Claims 
History  File.  Population  information  from  June  30  Medicare  Part  B  enrollment  files. 


Table  2 

Medicare  Part  B  Fee-foc-Service  Claims:  Allowed  Charge!  by  Type  of  Service 
and  by  Physician/Supplier  Specialty  Category,  1992.  1993  and  1994 


Specialty 
Category 


Year 


Total 


Medical 
Visits  and 
Consultations 


Surgery, 
Rad  Ther , 
Anesthesia, 

.Assistants 


X-ray 
and 

Lab 
Tests 


All 
Other 


Allowed  charges  (in  millions) 


Total 


1994 
1993 
1992 


$50,996 
46,135 
43,944 


SI  8.346 
16,312 
14,926 


S 14. 1  86 

12.986 
•3,303 


S9.698 
8.962 
8,785 


S8.766 
7,875 
6,930 


Nonphysicia 


1994 
1993 
1992 


10.588 
10.289 
9,088 


189 

259 
153 


340 
346 

352 


2,538 
2,505 
2,369 


7,521 
7,179 
6,214 


Supplier 


1994 
1993 
1992 


6,375 
6,390 
5,669 


83 
167 
63 


36 
31 
21 


176 
167 
167 


6.080 
6.018 
5,418 


Facility 
or  Lab 


1994 
1993 
1992 


3,440 
3,268 
2,886 


23 
18 
28 


15 
15 
51 


2,343 
2.325 
2.191 


1,059 
910 
616 


Practitioner 


1994 
1993 
1992 


773 
631 
533 


83 
74 

62 


289 
293 
280 


19 
13 
11 


382 
251 
180 


Physician 


1994 
1993 
1992 


40.408 
35.846 
34.856 


18,157 
16,053 
14,773 


13,846 
12.640 
12.951 


7,160 
6,457 
6,416 


1,245 
696 
716 


Primary  Care 
Specialties 


1994 
1993 
1992 


4,205 
3.754 
3.376 


3.355 
2.988 
2.658 


264 
242 

232 


513 
462 
459 


73 
62 
27 


Medical 
Specialty 


1994 
1993 
1992 


15.135 
13,451 
12,615 


9,731 
8.666 
7,879 


2.060 
1,921 
1.985 


2,781 
2,371 
2,233 


563 
493 
518 


Surgical 
Specialty 


1994 
1993 
1992 


12,783 
11,517 
11,492 


3.484 

3,035 
2,836 


8,553 
7,796 
7,975 


695 
650 
631 


51 

36 
50 


Other  Physician 
Specialty 


1994 
1993 
1992 


5,124 
4,856 
4,961 


171 
166 
155 


2,039 
1,932 
1,973 


2,849 
2,714 
2,792 


65 


41 


Clinica' 
Unknown  ' 


1994 
1993 
1992 


1.760 
1,025 
1,245 


681 

525 
620 


340 

253 
329 


281 
219 
259 


458 

28 
37 


Chiropractors, 
Optometrists, 
and  Podiatrists 


1994 
1993 
1992 


1.401 
1,243 
1,167 


$735 
$673 
$625 


<i90 
496 
457 


41 
41 

42 


35 
33 
43 


'  Includes  unknown  physician  specialties 

NOTE  HCFA  is  Health  Care  Financing  Administration 

SOURCE  HCFA  Pan  B  Moratonng  System  Allowed  chaises  demrd  from  HCFA  National  Claims  History  File 


Table  3 

Medicare  Part  B  Fee-for-Semce  Claims:  Allowed  Charges  and  Percent  of  Total  by 
Physician  Specialty  Category.  1992,  1993.  1994  and  Preliminary  1995 


Physician  Specialty 
Category  and  Year 


Allowed  Charges 
(in  millions) 


Percent  of  Total 


All  Physicians 

1995 
1994 
1993 
1992 


S39.371 
40.408 
35.846 
34.856 


100  0 
1000 
1000 
100.0 


Primary  Care 

1995 
1994 
1993 
1992 


4.031 
4.205 
3.754 
3.376 


102 
10.4 
10.5 
9.7 


Medical 

1995 
1994 
1993 
1992 


14,675 
15,135 
13,451 
12.615 


373 
375 
375 
362 


Surgical 

1995 
1994 
1993 
1992 


12,775 
12.783 
11,517 
11,492 


32.4 
31.6 
32.2 
330 


Other  Physician 

1995 
1994 
1993 
1992 


4,787 
5.124 
4,856 
4,961 


12.2 
12.7 
13.5 
14.2 


QWcs/U  rtknown 1 

1995 

1994 

1993 

1992 


1,709 
1,760 
1,025 
1.245 


4  3 
44 

2.9 
?  6 


Chiropractors,  Optometrists  and  Podiatrists 

1995  1.394 
1994  1.401 
1993  1243 
1992  1-167 


3  5 
3  5 
3  5 
3  3 


'  Includes  unknown  physician  specialties 

NOTES  HCFA  is  Health  Care  Financing  Administration  NCH  is  National  Claims  History 
Preliminary  1995  data  are  derived  (ran  services  performed  in  1995  and  recorded  in  the  NCH  file 
by  December  31.  1995 

SOURCE   HCFA  Part  B  Monitoring  System   Allowed  charges  derived  from  HCFA  National 
Claims  History  file 


Table  4 

Medicare  Part  B  Fee-for-Service  Claims:  Allowed  Charges  for  Physician  Services 
by  Place  of  Service,  1992.  1993.  1994.  and  Preliminary  1995 


Place  of  Service 


1992 


1993 


1994 


1995 


Amount 


Percent 


Amount 


Percent 


Amount 


Percent 


Amount 


°ercent 


All 

Office 
Home 

Hospital  Inpatient 

HOPDor  ER 

Ambulatory 
Surgical  Center 

Nursing  Home 

All  Other 


$  34.856 
14,212 

f 

150 
13,211 
5.466 

668 
694 
455 


100  0 
41 
0 
38 
16 


Allowed  charges  (in  millions) 
S  35.846  100  0       $  40.408 

15.054  42  16.984 

137  0  581 

13,082  36  14,172 


5,549 

746 
794 
484 


15 


6.273 

851 

992 
555 


100.0 
42 
1 

35 
16 

2 
2 
1 


$39,371 
17.181 

•  592 
13,055 
6,137 

880 
1,001 
525 


100  0 
44 
2 
33 
16 

2 
3 
1 


NOTES  HOPD  means  hospital  outpatient  department  ER  means  emergency  room 
HCFA  means  Health  Care  Financing  Administration 

SOURCE  HCFA  Part  B  Monitonng  System  HCFA's  National  Claims  History  file 


Table  5 

Medicare  Allowed  Charges  for  Physician  Services 

Covered  by  the  Medicare  Fee  Schedule 
by  Major  Type  of  Service  Category:  1990  to  1995 


Service  Category 


1990 


1991 


1992 


1993 


1994 


1995* 


Allowed  charges  (in  millions) 


Total 


$29,922 


$33,038        $32,775  $34,086 


$38,011  $39,002 


Visits  and  Consults  1 1 ,63 1 

Procedures  13,902 
Imaging  4,389 


13,276         14,371  15,603  17,597  18,156 

15,132         13,760  13,758  15,524  15,913 

4,629  4,644  4,726  4,890         •  4,932 


1990-91 


1991-92 


1992-93 


1993-94 


Percent  change 


Total 


104 


-0.8 


40 


11.5 


Visits  and  Consults 

Procedures 

Imaging 


14.1 
88 

5.5 


8.2 
-9  1 
0.3 


8.6 
0.0 
18 


12.8 
12.8 
3.5 


*  =  Data  for  1995  are  incomplete  (bills  processed  through  12/3 1/95) 

Source:  5  percent  BMAD  for  1990  and  1991;  1 992  and  later  -  Monitoring  System 


Table  6 

Medicare  Allowed  Charges  for  Physician  Services 
Covered  by  'Jii  Medicare  Fee  Schedule 
Visits  and  Consultations  1990  to  1995 


Average  Annual 
Percent  Change 


Service  Cateoorv 

1990 

1991 

1992 

1993 

1994 

1995* 

1990-92 

1992-94 

Allowed  charges  (in 

millions) 

Total 

$11,631 

$13,276 

$14,371 

$15,603 

$17,597 

$17,342 

11.2 

10.7 

Office  Viiiti 

lilt     T  1JIU 

4,027 

4,706 

5,023 

5,413 

6,1 15 

6,268 

11.7 

103 

New 

471 

J  JU 

574 

608 

680 

679 

10.3 

8  9 

Established 

3,556 

4,157 

4,449 

4,805 

5,435 

5,589 

11.9 

10.5 

Hosnital  Visits 

3,725 

4,007 

4,116 

4,404 

4,786 

4,441 

5.1 

7  8 

Initial 

628 

680 

713 

808 

91 1 

863 

6  5 

13.0 

Subsequent 

2,549 

2,721 

3,123 

3,284 

3,525 

3,243 

10.7 

6.2 

Critical  Care 

548 

606 

279 

31 1 

350 

334 

-28.6 

11.9 

Emergency  Room 

483 

610 

043 

902 

917 

15.5 

18  3 

Home/Nuning  Home 

419 

493 

554 

651 

789 

788 

15.0 

194 

Home 

56 

60 

53 

60 

72 

70 

-2.3 

15.9 

Nursing  Home 

363 

433 

501 

591 

718 

718 

17.4 

19.7 

Specialists 

1,711 

2,026 

2,1% 

2,418 

2,794 

2,751 

13.3 

12.8 

Pathology 

490 

565 

636 

660 

703 

645 

13.9 

52 

Psychiatry 

348 

498 

656 

788 

977 

977 

37.3 

22.1 

Ophthalmology 

821 

899 

840 

900 

1,018 

1,041 

1.2 

10.1 

Other 

52 

65 

65 

70 

95 

87 

11.4 

21.5 

Consultation 

1,094 

1,242 

1,616 

1,716 

1,953 

1,931 

21.5 

9  9 

Chiropractic 

173 

191 

221 

237 

257 

246 

13.3 

7.9 

•  «  OaU  for  1995  mt  mcompfc*  (Mb  procened  through  1 2  31  95) 

Source:  5  percem  BMAD  for  1990  nd  1991;  1992  md  Uler  -  Monitoring  System 


Table  7 
Medrare  Physician  Services 
Covered  by  the  Medicare  Fee  Schedule 
Visits  and  Consultations  1990  to  1995 


Average  Annual 
Percent  Change 


Service  Category 

1990 

1991 

1992 

1993 

1994 

1995* 

1990-92 

1 992-94 

Rate  per 

[  ,000  Beneficiaries 

Total 

11,004 

11,947 

12,037 

12,289 

12,661 

11,484 

4  b 

26 

Office  Visits 

4,754 

5,206 

5,201 

5,355 

5,540 

5,159 

4.6 

3  2 

New 

332 

357 

361 

359 

362 

325 

4.3 

0  2 

Established 

4,422 

4,849 

4,840 

4,996 

5,178 

4,834 

4  6 

34 

Hospital  Visits 

3,244 

3,373 

3,150 

3,140 

3,092 

2,601 

-1.5 

-0.9 

Initial 

270 

282 

266 

282 

287 

248 

-0.7 

4  0 

Subsequent 

2,669 

2,761 

2,772 

2,755 

2.705 

2,267 

1  9 

-1.2 

Critical  Care 

305 

330 

112 

104 

100 

86 

-39.4 

-5  6 

Emergency  Room 

357 

388 

373 

401 

417 

372 

2.3 

5.7 

Home/Nursing  Home 

481 

527 

557 

580 

615 

539 

-J  y 

I  0 

5  (J 

Home 

47 

47 

40 

40 

42 

36 

-8.2 

3  1 

Nursing  Home 

434 

480 

518 

540 

573 

503 

9  2 

5  2 

Specialists 

1,415 

1,603 

1,708 

1,768 

1.930 

1,860 

9  9 

6.3 

Pathology 

356 

398 

449 

456 

465 

418 

12.2 

1  8 

Psychiatry 

276 

328 

434 

487 

5i54 

519 

25.4 

13.0 

Ophthalmology 

643 

708 

619 

645 

691 

667 

-19 

5  6 

Other 

140 

168 

206 

180 

220 

256 

21.6 

3  2 

Consultation 

421 

468 

654 

656 

683 

619 

24.5 

2  2 

Chiropractic 

333 

383 

394 

389 

384 

334 

8.8 

-13 

•  -  Data  for  199)  arc  mcornptoaa  (b*  proccned  through  12/31/95) 

Source  5  percent  BMAD  far  1990  and  1991;  1992  and  later  -  Monitoring  System 

Medicare  Denominator  flea:  1990  to  199) 


Table  8 

Medicare  AJIowed  Charges  for  Physician  Services 
Covered  by  the  Medicare  Fee  Schedule 

Procedures  1990  lo  199S  

Average  A/.nuaJ 
Percent  Change 


Service  Category 

1990 

1991 

1992 

1993 

1994 

1995* 

1 990-92 

1992-94 

Allowed  charges  (in  millions) 

Total 

SI  3,902 

$15,132 

SI  3.760 

CI  1  ~l  <ft 

MJ,  i  jo 

QIC  C-)A 

$14,965 

-0.5 

6 : 

Major  Procedure:  General 

1.704 

1,690 

1,496 

1.466 

1.598 

1.51  h 

-6  3 

3  4 

Breast 

70 

71 

59 

59 

65 

62  • 

-8.6 

5  2 

Colectomy 

182 

172 

1  J8 

1  50 

1  65 

159 

-9.8 

5  7 

Cholecystectomy 

142 

90 

62 

54 

54 

47 

-33  7 

-73 

TURP 

I'll 

Li,  1 

161 

144 

134 

129 

-16.8 

-8  8 

Hysterectomy 

45 

51 

53 

51 

58 

58 

8  1 

5  2 

Disc  Surgery 

151 

170 

] 

1  oo 

1  83 

164 

4.3 

5  6 

Other 

881 

914 

848 

840 

938 

892 

-1.9 

5  2 

Major  Procedure:  Cardiovascular 

1,811 

1,890 

1,773 

1.792 

2.260 

2,196 

-11 

12.9 

CABG 

569 

549 

493 

482 

541 

548 

-69 

4.7 

Aneurysm 

80 

76 

64 

64 

67 

63 

-10.7 

2.7 

Thromboendarterectomy 

76 

88 

81 

82 

100 

134 

30 

11.0 

PTCA 

163 

220 

216 

220 

234 

210 

14.9 

4.3 

Pacemaker 

130 

123 

110 

110 

119 

105 

-8.0 

4  1 

Other 

793 

833 

810 

833 

1.199 

1,135 

1  1 

21  6 

Major  Procedure:  Orthopedic 

1.009 

1,069 

1.001 

1.042 

1.175 

1,153 

-0.4 

8  3 

Hip  Fracture  Repair 

239 

245 

229 

235 

269 

257 

-2  1 

8  5 

Hip  Replacement 

234 

239 

201 

201 

218 

212 

-7.4 

42 

Knee  Replacement 

242 

271 

262 

272 

302 

309 

40 

74 

Other 

295 

314 

310 

334 

386 

375 

2.6 

115 

•  -  DiUfor  1995  ire  incomplete  (bUU  processed  through  12/31/95) 

Source  5  percent  BMAD  for  1 990  and  1 99 1 ,  1 992  and  later  -  Monitoring  System 


Table  8  (Continued) 
Medicare  Allowed  Charges  for  Physician  Services 
Covered  by  the  Medicare  Fee  Schedule 
Procedures  1990  to  1995 


Average  Annual 
Percent  Change 


Service  Category 

1990 

1991 

1992 

1993 

1994 

1995* 

1990-92 

1992-94 

Allowed 

charges (in 

millions) 

Total 

$13,902 

$15,132 

$13,760 

$13,758 

$15,524 

$14,965" 

-0.5 

62 

Major  Procedure:  Eye 

2.527 

2,930 

2.530 

2,363 

2,500 

2.439 

0  1 

-0.6 

Corneal  Transplant 

43 

45 

36 

35 

35 

30 

-79 

-2  3 

Cat  Rem/Lens  Insert 

1.579 

1,813 

1,584 

1,432 

1.531 

1,539 

0  1 

-1.7 

Retinal  Detachment 

66 

72 

59 

57 

58 

52 

-5  6 

-06 

Treatm  Retinal  Lesions 

172 

1 88 

147 

1 68 

7  f\ 

1  J  -H 

Other 

667 

812 

704 

671 

679 

598 

2.7 

-1.7 

Ambulatory  Procedures: 

1.164 

1,286 

1.144 

1.155 

1.265 

1,234 

-0.9 

5.2 

Skin 

446 

501 

452 

448 

500 

491 

0  6 

5  2 

Musculoskeletal 

178 

199 

173 

173 

195 

195 

-15 

6  3 

Hernia  Repair 

81 

77 

64 

66 

64 

62 

-t  1.0 

-0.3 

Lithotripsy 

22 

22 

20 

21 

24 

24 

-53 

10.8 

Other 

436 

487 

435 

448 

481 

463 

-0.1 

5  2 

Minor  Procedures: 

1.181 

1,348 

1,406 

1,509 

1,766 

1,798 

9  1 

12.1 

Skin 

586 

648 

699 

779 

913 

961 

92 

14.3 

Musculoskeletal 

178 

198 

190 

201 

236 

240 

3  2 

11.5 

Other 

416 

502 

517 

530 

617 

597 

11.5 

9.2 

Oncology 

618 

719 

799 

807 

847 

784 

13.7 

2  9 

Radiation  Therapy 

526 

600 

685 

676 

700 

636 

14.1 

11 

Other 

92 

119 

114 

131 

147 

148 

11.3 

13.4 

•  =  Data  for  1995  are  incomplete  (bills  processed  through  12/31/95) 

Source:  5  percent  BMAD  for  1990  and  1991;  1992  and  later  -  Monitoring  System 


Table  8  (Continued) 
Medicare  Allowed  Charges  for  Physician  Services 
Covered  by  the  Medicare  Fee  Schedule 
Procedures:  1990  to  1995 


Service  Category 


Average  Annual 
Percent  Change 


1990 

1991 

1992 

1993 

1994 

1995* 

1990-92 

1992-94 

Allowed  charges  in 

millions 

13.902 

$15,132 

$13,760 

$13,758 

$15,524 

$14,965 

-05 

6  2 

1.442 

1.657 

1,503 

1.537 

1.665 

1,583 

2.1 

5  3 

67 

79 

76 

83 

QA 

95 

6.9 

11.1 

382 

442 

398 

394 

4  1  j 

367 

JO  / 

2  l 

1  9 

120 

121 

98 

88 

71 

-9.6 

-8  2 

468 

497 

451 

460 

470 

-1.8 

5  l 

238 

260 

238 

243 

264 

262 

-0.1 

5  3 

86 

94 

80 

76 

77 

68 

-3.7 

-2.0 

4 

74 

76 

93 

1 08 

113 

363  9 

19.4 

38 

42 

32 

39 

43 

44 

-8.1 

16.3 

40 

48 

54 

61 

86 

95 

166 

263 

143 

164 

162 

161 

167 

147 

6  3 

14 

1.001 

988 

642 

658 

987 

931 

-19.9 

24.0 

48 

54 

68 

89 

100 

92 

19.1 

21.0 

618 

590 

202 

227 

530 

505 

^2.9 

62.0 

144 

159 

207 

173 

198 

186 

20.0 

-2  2 

192 

185 

165 

169 

160 

147 

-7.1 

-1.7 

1.301 

1.392 

1.305 

1,267 

1.295 

1.188 

0.2 

-0.4 

Total 

Endoscopy 

Arthroscopy 

Upper  GI  Endoscopy 

Signoidoscopy 

Colonoscopy 

Cystoscopy 

Broncoscopy 

Laparoscopic  Cholecystectomy 

Laryngoscopy 

Other 

Dialysis 

Tests 

Other 

E  lectrocardiograms 
Cardiov  Stress  Tests 
EKG  Monitoring 


•  -  Dbu  for  1995  re  incomplete  (bilb  processed  through  1 2/31/95) 

Source  5  percent  BMAD  for  1990  and  1991,  1992  md  laler  -  Moniionng  Syaem 


Table  9 

Medicare  Physic'9"  Services  Covered  by  the  Medicare  Fee  Schedule 
Procedures:  1990  to  '.995 


Average  Annual 
Percent  Change 


Service  Category 

i  oon 
1  yvu 

1  QO 1 

1  QQ? 
1  yyL 

1993 

1994 

1995* 

1 990-92 

1 992-94 

Rate  per  1 

,000  Beneficiaries 

Major  Procedure:  General 

Breast 

4  1 

4  X 

4  4 

4.2 

4  2 

3  0 

J  z 

1  4 

Colectomy 

4  4 

4.4 

4.4 

4.3 

4  3 

3  9 

.  .    U.  1 

1  i 
-LI 

Cholecystectomy 

4  8 

3  8 

3  0 

2  6 

2  3 

1.9 

-21.2 

1  t  o 

-1 1.8 

TURP 

17.7 

18  2 

15.6 

13  5 

116 

10.2 

-6.0 

-13.7 

Hysterectomy  ** 

2.5 

3.3 

3.6 

34 

3.4 

3.0 

18.2 

-1.5 

Disc  Surgery 

3.6 

4.5 

4  9 

4.8 

3  2 

2.9 

17.2 

-18.9 

Other 

58.4 

62.4 

64  8 

67.8 

72.2 

o5. 1 

J  J 

J  O 

Major  Procedure:  Cardiovascular 

CABG 

4  7 

3.5 

5  V 

5  9 

5.5 

14..  ] 

-_>.  \j 

Anpiirv<cm 

rUIWUJ  J  Jill 

1  0 

I  2 

11 

1  1 

1  1 

0.9 

2.4 

-0.3 

Thromboendarterectomy 

1  5 

2.0 

2.2 

2.2 

2  4 

3  0 

22.0 

5.7 

PTCA 

3  8 

5.5 

6  2 

66 

6  3 

6.2 

286 

0.9 

Pacemaker 

5.9 

64 

6  1 

6  1 

6.3 

5  5 

2.0 

12 

Other 

71  7 

74  8 

862 

897 

117.0 

109.6 

9.7 

16.5 

Major  Procedure:  Orthopedic 

Hip  Fracture  Repair 

6.2 

6  5 

66 

6.7 

70 

6.0 

30 

3  1 

Hip  Replacement 

3  1 

3.6 

3  5 

3  4 

3  5 

3  2 

5.6 

0.0 

Knee  Replacement 

32 

3  8 

4  1 

4  2 

4.5 

4.5 

12.6 

50 

Other 

13.7 

15.1 

156 

166 

16.6 

14.5 

6.7 

3.2 

•  »  Data  for  1993  are  incomplete  (bilk  proccMed  through  12/31/93) 

Breast  and  hysterectomy  rates  are  based  on  female  enrollment 


TURP  rue*  are  baaed  oo  mate  enroOmeat 

Source:  5  perteru  BMAD  for  1990  and  1991;  1992  and  later  -  Monitoring  Syuem.  Medicare  Deremnruior  files   1990  to  1995 


Table  9  (Continued) 
Medicare  Physician  Services  Covered  by  the  Medicare  Fee  Schedule 

Procedures:  1990  to  1995 
™" ~™ ~"— "— ™" """""^ " ~~  Average  Annual 

Percent  Change 


Service  Category 

i  yvu 

1  QQ1 

1  7  7  1 

1  QQ7 

1993 

1994 

1995* 

1990-92 

1992-94 

* 

Ralf»  rvr  1 

[\ilLC  ^Jtl  L 

.000  Beneficiaries 

Major  Procedure:  Eye 

Corneal  Transplant 

u.  / 

n  s 

U  B 

1"!  7 

n  7 

0  7 

0  6 

1  5 

-3.4 

Cat  Rem/Lens  Insert 

SO.} 

40.0 

tj  o 

42.0 

44.1 

44  4 

12.6 

-18 

Retinal  Detachment 

1  Q 

i  .9 

£  U 

1  4 

1  7 

1  9 

19 

1  7 

02 

-1.3 

Treatm  Retinal  Lesions 

74 

8.9 

82 

86 

9  0 

8  9 

5  2 

4.7 

Other 

356 

45.6 

42.1 

42.4 

43  9 

40.7 

8.7 

2  1 

Ambulatory  Procedures: 

-2.0 

Skin 

112 

130 

110 

105 

106 

97 

-1.0 

Musculoskeletal 

22 

25 

22 

22 

22 

20 

06 

1  2 

Hernia  Repair 

5 

6 

6 

6 

5 

4 

5.2 

-60 

Lithotripsy 

1 

1 

1 

1 

1 

1 

-3  3 

7  3 

Other 

74 

86 

86 

90 

89 

81 

78 

1  7 

Minor  Procedures: 

Skin 

686 

773 

866 

882 

532 

496 

12.3 

-21.6 

Musculoskeletal 

142 

158 

147 

154 

165 

153 

19 

5.8 

Other 

535 

659 

668 

689 

l771 

681 

11.8 

7  5 

Oncology 

40.8 

-06 

Radiation  Therapy 

136 

184 

269 

264 

265 

228 

Other 

85 

98 

99 

117 

131 

131 

7.8 

15.3 

•  =  Dati  for  1995  are  maxnpirte  (bib  processed  through  12/31/95) 

Source:  5  percent  BMAD  for  1990  and  1991;  1992  and  later  -  Monitoring  SyUerrt  Medicare  Denominator  fika: 


Table  9  (Continued) 
Medicare  Physician  Services  Covered  by  the  Medicare  Fee  Schedule 
Procedures:  1990  to  1995 


Average  Annual 
Percent  Change 


1990 

1991 

1992 

1993 

1994 

1995* 

1990-92 

1992-94 

Rate  per  I 

.000  Beneficiaries 

Endoscopy 

Arthroscopy 

i  8 

J  o 

4  1 

4  5 

4  4 

18.2 

8  9 

Upper  GI  Endoscopy 

5  1.0 

AA  1 

44. .) 

AS  S 

43.  J 

46.7 

50  3 

46  7 

9  9 

5  2 

Signoidoscopy 

4Z.O 

41  4 

39  1 

35.6 

334 

28  1 

-4.4 

-7  6 

Colonoscopy 

32.6 

39.9 

42.0 

43.7 

46.4 

43.2 

13.6 

5.1 

Cystoscopy 

39.2 

436 

42.7 

43  1 

43.3 

396 

4  4 

07 

Broncoscopy 

8.7 

9.8 

9.4 

9  2 

9  3 

82 

4  1 

-0.7 

Laparoscopic  Cholecystectomy 

0  1 

2.9 

3  9 

4  0 

4  3 

4.1 

444  8 

5  6 

Laryngoscopy 

8  1 

9  1 

94 

9  6 

10.4 

10.1 

7.3 

5.4 

Other 

12.9 

152 

15.8 

164 

18.6 

18.2 

10.5 

8.5 

Diaiysii 

32 

37 

41 

43 

45 

39 

13.2 

4.4 

E 1  echocardiograms 

1,020 

1,090 

364 

376 

1,048 

933 

-40.2 

69.6 

Cardiovascular  Stress  Tests 

43 

51 

56 

60 

79 

84 

15.0 

18.3 

EKG  Monitoring 

45 

48 

54 

49 

52 

49 

8.6 

-1.5 

Other 

90 

84 

130 

142 

152 

134 

20.1 

8.3 

Anesthesia 

6,121 

15,962 

265 

266 

280 

260 

-79.2 

2.9 

*  =  DaU  for  199)  are  incomplete  (bib  proceued  through  12/31/9!) 


Source:  5  percent  BMAD  for  1990  and  1991;  1992  and  later  -  Monitoring  System,  Medicare  Denominator  files:  1990  to  1995. 


Table  10 

Medicare  Allowed  Charges  for  Physician  Services  Covered  by  the  Medicare  Fee  Schedule 

Imaging  1990  to  1995  __________ 

~ ^  Average  Annual 

Percent  Change 


Service  Category 

1990 

1991 

1  992 

1993 

1994 

1995* 

1990-92 

1992-94 

* 

Allowed  c 

harees  (  in  millions) 

Total 

$4,389 

$4,629 

t  A  C.A  A 

>4,044 

$4,726 

$4,890  5 

4,468 

2.9 

2  6 

Standard  Imaging 

1,889 

1,937 

1,859 

1,847 

1,908 

1  7^7 

-0.8 

1  3 

Chest 

583 

578 

562 

509 

517 

400 

-  -1.8 

-4.1 

Musculoskeletal 

446 

432 

424 

400 

440 

416 

-2.5 

1  9 

Breast 

169 

193 

192 

173 

183 

169 

6.6 

-2.5 

GI  Tract 

190 

i  77 

I  /  / 

1  / 1 

137 

132 

111 

^.9 

-12.3 

Nuclear  Medicine 

286 

n  i 

405 

409 

386 

110 

78 

Other 

216 

226 

222 

223 

227 

202 

14 

11 

Advanced  Imaging 

868 

893 

93 1 

942 

1,085 

1  062 

3  6 

8  0 

Cat  Scan  -  Head 

202 

194 

171 

166 

175 

i  f\~) 

1  uz. 

-7.9 

0  9 

Cat  Scan  -  Other 

411 

426 

411 

407 

445 

430 

00 

41 

MRI  -  Brain 

112 

111 

162 

172 

205 

209 

20.4 

12.5 

MRI  -  Other 

143 

I  0  I 

1  87 

199 

261 

261 

14.4 

18.1 

Sonography 

979 

1,069 

1,140 

1,258 

1,430 

1,277 

7.9 

12.0 

Echo-Eye 

103 

97 

103 

96 

102 

100 

-0.1 

-0.6 

Echo-Abdomen/Pelvis 

191 

200 

191 

198 

218 

210 

0.1 

6.8 

Echo-Heart 

496 

569 

620 

716 

820 

692 

11.7 

15.0 

Carotid  Artery 

127 

139 

131 

138 

148 

145 

1.8 

6.0 

Prostate 

16 

17 

22 

22 

22 

20 

18.9 

0.3 

Other 

46 

49 

72 

89 

120 

110 

25.3 

28.8 

Imaging/Procedure 

653 

730 

714 

679 

467 

377 

4.6 

-19  1 

Proc,  Incl  Card  Cath 

454 

528 

543 

510 

289 

203 

94 

-27.0 

Proc  Other 

199 

202 

170 

169 

178 

175 

-7.5 

2.2 

•  =  Data  for  1995  are  mcompkao  (Wk  proccaacd  through  12/31/95) 


Source  5  percent  BMAD  for  1990  and  1991;  1992  and  later  -  Monitoring  SyMem. 


Table  1 1 

Medicare  Physician  Services  Covered  by  the  Medicare  Fee  Schedule 

 Imaging:  1990  to  1995  

Average  Annual 
Percent  Change 

Service  Category  1990        1991        1992        1993        1994       1995*       1990-92  1992-94 

Rate  per  1,000  Beneficiaries 


Standard  Imaging 


Chest 

1,019 

1,099 

1,081 

Musculoskeletal 

568 

621 

623 

Breast  ** 

191 

242 

246 

GI  Tract 

101 

102 

95 

Nuclear  Medicine 

111 

123 

129 

Other 

230 

255 

297 

chanced  Imaging 

Cat  Scan  -  Head 

74 

80 

80 

Cat  Scan  -  Other 

111 

128 

138 

MRI  -  Brain 

13 

15 

19 

MR!  -  Other 

14 

19 

22 

1,092 

1,082 

958 

•3.0 

0.1 

634 

662 

598 

4.7 

3.1 

244 

254 

233 

13.3 

16 

88 

83 

70 

-2.8 

-6.5 

129 

122 

111 

7.9 

-3.0 

302 

299 

260 

13.5 

0.3 

80 

84 

78 

4.2 

2.4 

139 

149 

141 

11.4 

3.9 

20 

22 

22 

20.5 

9.2 

24 

39 

39 

25.1 

32.0 

Sonography 


Echo-Eye 

41 

47 

48 

45 

49 

47 

7.7 

1.0 

Echo-Abdomen/Pelvis 

91 

103 

107 

110 

115 

107 

8.5 

4.0 

Echo-Heart 

133 

169 

190 

235 

275 

262 

19.7 

20.3 

Carotid  Artery 

32 

38 

43 

44 

48 

48 

15.2 

6.1 

Prostate 

9 

15 

22 

22 

21 

18 

53.9 

-1.8 

Other 

21 

27 

34 

41 

51 

49 

28.0 

21.5 

Imaging/Procedure 

Proc,  Incl  Card  Cath  24 
Proc  Other  34 

•  =  DmUfor  1995  ire  incomplete  (bull  processed  through  1X  31/95) 
**  Rates  are  based  on  female  enrollment 

Source:  5  percent  BMAD  for  1990  and  1991;  1992  and  later  -  Monitoring  System.  Medicare  Denominator  files:  1990  to 


28 
38 


46 

52 


49 

52 


95 
54 


93 
51 


38.3 
23.4 


44.1 
1.4 


Table  12 

Medicare  Physician  Services  Covered  by  the  Medicare  Fee  Schedule 
Ratio  of  Black  to  White  Visit  and  Consultation  Rates  1990  to  1995 
Aged  Medicare  Beneficiaries 


Service  Category 

1990 

1991 

1992 

1993 

1  QQA 

1  QQ^* 

1  77J 

Ratio  of  Black  Rate  to  White  Rate 

Total 

0.96 

096 

0  97 

0  97 

098 

096 

Office  Visits 

087 

0  86 

0  86 

0.84 

085 

0.83 

New 

071 

0.72 

0  72 

0.70 

0  72 

n  1 1 

Established 

089 

087 

0.87 

0  85 

086 

0.84 

Hospital  Visits 

1  22 

1.26 

1  30 

1  32 

1  35 

1.35 

Initial 

1.07 

1  09 

115 

1  14 

1.18 

1    1  Q 

lis 

Subsequent 

1.26 

i  if) 

131 

1.33 

1  37 

1.36 

Critical  Care 

0  99 

1  06 

1  29 

1  42 

1.49 

1.50 

Emergency  Room 

1  38 

1  38 

1  39 

1  39 

1  43 

1.43 

Home/Nursing  Home 

098 

1.02 

1.09 

1  13 

119 

1   1  o 

1.19 

Home 

0.74 

0.74 

0  80 

091 

1.05 

1.12 

Nursing  Home 

1  01 

1.05 

1.12 

1.14 

1.20 

1.19 

Specialists 

0.73 

074 

0.74 

0.76 

0.78 

0.77 

Pathology 

0.58 

0.58 

0.59 

0.61 

0.61 

0.60 

Psychiatry 

0.90 

089 

0.98 

1.01 

1.05 

1  12 

Ophthalmology 

0.87 

088 

089 

089 

0.91 

0.90 

Other 

027 

0  35 

035 

0.33 

0.36 

0.34 

Consultation 

1.05 

1.07 

1.08 

1.09 

1.10 

1  08 

Chiropractic  0  17  0  18  0  18  0  18 

•  --  1995  data  we  incomplete  (bilU  proceued  through  12/31  95) 

Source:  5  percent  BMAD  for  1990  tnd  1991;  1992  and  liter  -  Moiutonng  System  Medicare  Denomuiator 


Table  13 


Medicare  Physician  Services  Covered  by  the  Medicare  Fee  Schedule 
Ratio  of  Black  to  White  Procedure  Rates  1990  to  1995 
Aged  Medicare  Beneficiaries 


Service  Category 

1990 

1991 

1992 

1993 

1994 

1995* 

Ratio  of  Black  Rate  to  White  Rate 

Major  Procedure:  General 

Breast  ** 

0.85 

062 

068 

0  69 

0.69 

0.74 

Colectomy 

0.77 

0  81 

0  85 

086 

'  0.90 

0.92 

Cholecystectomy 

062 

0.54 

0.72 

0.75 

077 

0.92 

TURP" 

0.97 

0.93 

099 

1.02 

1.07 

0.84 

Hysterectomy  *• 

0.59 

0  50 

0.58 

0.63 

0.62 

0.65 

Disc  Surgery 

0.47 

045 

0  50 

0.49 

0.51 

0.54 

Other 

0  84 

085 

0  88 

088 

("1  Q  1 

U.07 

Major  Procedure:  Cardiovascular 

CABG 

0.23 

029 

035 

0.36 

0.42 

0  58 

Aneurysm 

0.30 

038 

035 

0.36 

0.37 

0.65 

Thromboendarterectomy 

028 

0.34 

0  30 

0.30 

0.31 

038 

PTCA 

0.33 

0.42 

042 

043 

0.47 

0.59 

Pacemaker 

0.75 

080 

078 

075 

0.77 

0.94 

Other 

098 

1.06 

1  03 

1.03 

0.99 

1  18 

Major  Procedure:  Orthopedic 

Hip  Fracture  Repair 

036 

0.40 

0  41 

042 

0.42 

0.39 

Hip  Replacement 

0.45 

042 

049 

048 

049 

050 

Knee  Replacement 

0.61 

056 

062 

0.62 

0.62 

077 

Other 

1  02 

099 

097 

094 

0.99 

0.96 

•  =  1995  data  are  incomplete  (billa  processed  through  12/31/93). 

**  Breatt  and  hysterectomy  rata  are  baaed  on  female  enrollment,  TURP  rates  are  baaed  on  male  enrollment. 

Source*  5  percent  BMAD  for  1990  and  1991,  1992  and  later  -  Monitoring  System;  Medicare  Denominator  files:  1990  to  1995. 


Table  13  (Continued) 


Medicare  Physician  Services  Covered  by  the  Medicare  Fee  Schedule 
Ratio  of  Black  to  White  Procedure  Rates  1990  to  1995 

Aged  Medicare  Beneficiaries  ^^^^^ 


1990 

1991 

1992 

1993 

1994 

1995* 

Ratio  of  Black  Rate  to  White  Rate 

Major  Procedure:  Eye 

Corneal  Transplant 

0.63 

VJ-07 

0.84 

0  89 

0  93 

Pit  Dom/l  one  lncj>rf 

0.80 

0.80 

078 

0.77 

0.78 

0.77 

Retinal  Detachment 

0.65 

061 

0.60 

062 

0.64 

0.76 

Trintm   Dotmi      I  *»cir\nc 

I  reaim  rvcunai  LyCbiuita 

161 

1.64 

1.52 

1  56 

1.57 

1.77 

Other 

0.99 

1  06 

1  08 

1.05 

1.05 

1.02 

Ambulatory  Procedures 

t%  III      UJ  am  a.  i_r  ■  T    1    ■  v^r*-  wa  w  » 

oKin 

0.39 

051 

0.39 

040 

0.40 

0.52 

Musculoskeletal 

0.66 

072 

0.68 

0.67 

068 

0.64 

Hernia  Repair 

0.45 

048 

052 

051 

0.53 

0.46 

Lithotripsy 

0.58 

0.50 

0.63 

057 

0.61 

0.78 

Other 

0.81 

0.84 

086 

088 

088 

082 

Minor  Procedures 

Skin 

0.60 

0.61 

056 

0  55 

0.68 

0.76 

Musculoskeletal 

0.87 

090 

083 

082 

0  84 

0.88 

Other 

0.72 

0.68 

0.67 

070 

0.75 

0.76 

Oncology 

080 

Radiation  Therapy 

0.92 

095 

0.87 

0.95 

0.94 

Other 

063 

075 

085 

086 

0.92 

078 

•  =  1995  data  in  incomplete  (bills  processed  through  12/31/9}). 

Sources:  5  percent  BMAD  for  1990  and  1991.  1992  and  liter  -  Monitoring  System,  Medicare  Denominator  files:  1990  to 


Table  13  (Continued) 
Medicare  pvvsician  Services  Covered  by  the  Medicare  Fee  Schedule 
Ratio  of  Black  to  White  Procedure  Rates:  1990  to  1995 
Aged  Medicare  Beneficiaries 


1990 

1991 

1992 

1993 

1994 

1995* 

Ratio  of  Black  Rate  to  White  Rate 

Endoscopy 

U.4  J 

Arthroscopy 

0.32 

0.37 

041 

038 

Upper  GI  Endoscopy 

1  01 

1  03 

1.02 

1.01 

.1  01 

1.04 

Sigmoidoscopy 

n  c."7 

Uo  1 

U  jo 

U  Jo 

0.60 

0.66 

Colonoscopy 

084 

0.87 

084 

085 

0.87 

0.92 

Cystoscopy 

0.66 

0.73 

0.69 

068 

0.69 

0.60 

Broncoscopy 

0.99 

099 

1  01 

1.04 

1.05 

0.96 

Laparoscopic  Cholecystectomy 

0.54 

0.51 

0.53 

0.54 

0.57 

0.61 

Laryngoscopy 

089 

0.96 

098 

0.97 

U.7D 

U.7P 

Other 

0.77 

0  73 

0.76 

0.72 

0.73 

0.77 

Dialysis 

1  90 

3  17 

2.46 

2.63 

2.72 

3  59 

Electrocardiograms 

1.04 

1  03 

085 

085 

1.07 

1.14 

Cardiovascular  Stress  Tests 

0.53 

058 

0.56 

0.59 

0.64 

0.79 

EKG  Monitoring 

1.07 

1  08 

1.09 

1  12 

1.20 

1.19 

Other 

1.13 

0.98 

1.00 

097 

1.00 

0.99 

•  =  1995  data  «re  incomplete  (bills  processed  through  12/31'95). 

Sources:  5  percent  BMAD  for  1990  and  1991,  1992  snd  later  -  Monitoring  System;  Medicare  Denominator 

files:  1990  to  1995. 


Table  14 

Medicare  Physician  Services  Covered  by  the  Mediare  Fee  Schedule 
Ratio  of  Black  to  Wlute  Imaging  Rates:  1990  to  1995 

Aged  Medicare  Beneficiaries  


Service.Category  1990 


1991  1992  1993         1994  1995* 


Ratio  of  Black  Rate  to  White  Rate 


1.04 

1.05 

1.07 

1.09 

1.11 

1.11 

Musculoskeletal 

0.80 

0.79 

0.78 

0.78 

0.79 

0.78 

Breast  ** 

0.60 

0.59 

0.63 

0.65 

0.69 

0.70 

\Jl  l  lad 

1  06 

1.07 

1.07 

1.08 

1.10 

1.10 

Nuclear  Medicine 

0.95 

0.95 

0.93 

091 

0.96 

0.93 

Other 

1.12 

112 

l  .22 

I.Zj 

I  1 1 

i .  j  i 

1.27 

AHvanr<*H  ImaPinP 

1.32 

Cat  Scan  -  Head 

1.28 

1  28 

1. 30 

1.33 

1.35 

Cat  Scan  -  Other 

096 

0.97 

096 

0.96 

0.97 

0.96 

MRI  -  Brain 

0.75 

0.84 

084 

086 

0.87 

0.84 

MRI  -  Other 

0.70 

0.67 

0.72 

0.73 

0.69 

0.66 

Sonography 

0.78 

Echo-Eye 

0.86 

0.87 

0.83 

0.82 

0.83 

Echo- Abdomen/Pelvis 

1  15 

l.U 

l  13 

1.12 

1.12 

1.07 

Echo-  Heart 

1.08 

1.12 

111 

1.12 

1.14 

1.11 

Carotid  Artery 

0.80 

0.82 

0.79 

0.80 

0.80 

0.76 

Prostate  ** 

0.70 

0.72 

0.78 

0.94 

1.06 

1.10 

Other 

1.02 

1 .00 

1.02 

1.03 

1.07 

1.05 

Imaging/Procedure 

0.59 

0.61 

Proc,  Incl  Card  Cath 

0.52 

0.57 

0.57 

0.63 

Proc  Other 

0.91 

0.93 

089 

0.90 

0.92 

0.91 

•  -  1995  data  are  incomplete  (bt 111  processed  through  12/31/93). 
**  Breast  Imaging  rates  are  based  on  female  enrollment 
••  Prostate  Imaging  rates  are  based  on  male  enrollment. 

Sources:  5  percent  BMAD  for  1990  and  1991;  1992  and  later  -  Momtonng  System.  Medicare  Den  rrunator  files.  1990  to  1995. 


Table  15 

Comparison  of  age-adjusted  rates  of  selected  heart  and  vascular  procedures  in  elderly  black  and  white  Medicare  beneficiaries, 

and  30-day  post-admission  death  rates,  1990  and  1994 

 Procedure  rate    30-day  posl-admission  death  rate 

 [994   Change   1990  1994  Change 

Black/  in  Rate,  Black/  Black/  in  Rate, 
Number  Rate/*  White  1990-94  Rate/**  White  Rate/**  White  1990-94 
 1 ,000        Ratio       (percent)  1,000        Ratio            1,000        Ratio  (percent) 


 1990  

Black/ 

Number        Rate/*  White 
1 ,000  Ratio 


Cardiac  catheterization 

White  334,039         13  82 

Black  18,689  8  97 


065 


437,845 
26,948 


1669 
11  90 


0.71 


20.77 
32  66 


nu 

na 


na 
na 


na 
na 


na 
na 


na 
na 


Percutaneous  transluminal  coronary  angioplasty 


White 
Black 


88,594 
2,942 


3  56 
141 


040 


154,697 
6,446 


5.91 
2  85 


048 


66  01 
102.13 


23  88 
27  59 


1  16 


26  49 
28  12 


1  06 


1093 
1  92 


Coronary  artery  bypass  graft 

White  110,709  4  41 

Black  3,403  162 


0.37 


1 29,074 
4,737 


4  93 
2  10 


043 


11  79 

29.63 


42  10 
55.14 


131 


39  74 
47  53 


20 


-561 
-13  80 


Carotid  endarterectomy 

White  43,314  173 

Black  1,090  052 


030 


69,797 
1,858 


2  64 
082 


031 


52.60 
57  69 


18  54 
23  66 


1  28 


1561 
23  71 


52 


-1580 
021 


•  per  1 .000  enrolled    ••  per  1 ,000  diieh»rge« 
•••  Due  to  an  anomaly  in  the  DRG  coding  lyiUm  in  1 990,  the  data  in  thi.  table  for  coronary  artery  bypau  grafti  reflect*  1991  and  1994,  not  1990  and  1994 
na-  No»  applicable  beoauae  cardiac  catherizalion  is  a  diagnoatie  procedure  that  u  often  followed  by  a  aurgical  procedure 
SOURCES:  Data  derived  from  the  Medicare  Provider  Analyii.  and  Review  file  and  the  Denominator  Kile. 


Table  16 

Comparison  of  age-adjusted  rates  of  orthopedic  and  back  procedures  in  elderly  black  and  white  Medicare  beneficiaries, 

and  30-day  post-admission  death  rates.  1 990  and  1 994 

Procedure  rate  30-day  post-admission  death  rate 

1990          "                                 1994                       Change                1990  1994  Change 

Black/                                         Black/       in  Rate,  Black/                        Black/       in  Rate, 

Number        Rat**         White           Number       Rate/*       White       1990-94           Rate/**  White           Rate/"      White  1990-94 

1,000          Ratio                           1.000         Ratio       (percent)           1,000  Ratio            1,000        Ratio  (percent) 


Reduction  of  fracture  of  femur 

Wh|te                121,773  4.76          0.42          140,505  5.09          0.45           6.93  58.28           0  78           59.67         0.76            2  39 

B|ack                   4343  2.02                           5.431  2.29                        13.37  45.71                          45.61                         -0  22 

Other  arthroplasty  of  hip 

Whlle                 77,120  280          045           77.120  2  80          0.45           0.00  55  88           0.95           58  66         0  73            4  97 

mack                   2^990  1  26                           2,990  126                          0.00  53  35                          42  57                        -20  21 

Total  knee  replacement 

Wmte                 80  990  3.20          0.63          120,814  4  61          0  63          44  06  5.52           1.59            4.25          1  33          -23  01 


Ulack 


4  256  2  02  6.718  2  91  44  06  8  75  5  65  -35  43 


Total  hip  replacement 

White 
Black 


63.260  2.52  045  72.230  2.74  0.47  8.73  14  71  1  05  1221  110  -17  00 

2408  U4  2.989  130  14.04  1542  13.42  -12  97 


1  -aminectomy 

Whj  33852  1.36  0.54  42,163  1.61  0.50  1838  11  75  158  9  35  128  -20  43 


Black  1.536  0.74 


Excision  of  disc 

White  30,589 


1,846  0  81  9  46  18  53  11  98  -35  35 


,  23  0.50  35.322  1.36  0.53  10  57  6  38  2.43  6.02  1  64  -5  64 


Black  1.289  0.62 


.641  0.72  16  13  15  48  9  87  -36  24 


SPWhalftl5'0n  11  387  046  0.61  18.880  0  73  0.63  58.70  18.87  111  14  82  1.29  -2146 

',„,  0  28  1.036  0  46  64  29  20.99  19  13  -8  86 

Black   301 

•  per  1 .000  enrollees    ••  per  1 .000  discharges 

S<  MJRCES  Daia  derived  from  the  Mediae  Provide.  Analysis  and  Review  file  and  the  Denommalor  File 


Table  17 

Comparison  of  age-adjusted  rates  of  selected  surgical  procedures  in  elderly  black  and  white  Medicare  beneficiaries, 
and  30-day  post-admission  death  rates,  1 990  and  1 994 

 Procedure  rate   30-day  post-adrr  ission  death  rale 

 1990  1994   Change  1990  1994  Change 

Black/                                        Black/       in  Rate,  Black/  Black/        in  Rate. 

Number         Rale/'       White         Number       Rate/*       White       1990-94          Rale/"      White  Rate/"       White  1990-94 

1.000        Ratio  1,000        Ratio       (percent)  1,000        Ratio  1.000         Ratio  (percent) 


Prostatectomy 

White  226,416  22.41  0.91         148,529  13.82  112        -38  33  9.59  1.18           10  19  130          6  26 

Black  16,911  20.44  13,519  15.44                       -24  46  11.31  13.26  17  24 

Cholecystectomy 

Whlle  131,430  5  25  0  62         135,224  5.12  0  71          -2  48  29  87  1.33           30  90  125           3  45 

Bla^k  6.919  3.28  8,370  3.63                        10.67  39.77  38  53  -3.12 

Repair  of  inguinal  hernia 

Whlte  59,174  2.34  0  72          31,298  1.16  0  89        -5043  13  75  1.53           2120  136         54  18 

Black  3,489  168  2,293  1.03                       -38  69  2110  28  86  36  78 


Mastectomy 

White 


54.284  3.61         0  7  5  45.388        2  90  0  83        -19  67  14  02         2  04  1101  150        -21  47 


B|ack  3,491  2  72  3.415        2.42  -1103  28  56  16  52  -42  16 


Hysterectomy 

White 
Black 

Appendectomy 

White 
Black 


51.258  346  0  63          55,041  3.57  0  64          3  18  7  40  2  22            745  2  43          0  68 

2,779  2  19  3,195  2.27  3  65  16.41  18  12  10  42 

11,157  0.45  0  73          12,622  0.48  0.77          6  67  27.39  1.75           28.00  2  19          2  23 

691  0.33  832  0.37  12  12  4  7  84  61  35  28.24 


Incidental  Appendectomy 

Wh)te  10  635  0.43  0.84  12.219  0.46  0.93  6.98  30.74  I  46  42  05  113  36  79 
Black  '747  036  983        043  1944  44  77  47_53  6.16 

•  per  1.000  enrolled      per  1 .000  discharges 
SOURCKS  Data  derived  from  the  Medicare  Prov.der  Analyj.J  and  Rewew  Hie  and  ihe  Denc.min.lor  File 


Table  18 

Companion  of  age-adjusted  rales  of  selected  additional  surgical  procedures  in  elderly  black  and  while  Medicare  beneficiaries, 

and  30-day  post-admission  death  rates,  1990  and  1994. 


Procedure  rate 


30-day  post-admission  death  rate 


1986  1992  1994   Change 

Black/  Black/  Black/  in  Rate, 

Number        Rale/'      White  Number     Rale/*     White       Number     Rate/'      White  1986-94 

1,000       Ratio  1,000      Ratio  1,000       Ratio  (percent) 


1986 


1992 


1994 


Rate/" 
1,000 


Black/ 
White 
Ratio 


Rate/" 
1,000 


Black/ 
White 
Ratio 


Black/ 
Rale/"  White 
1 .000  Ratio 


Change 
in  Rate, 
1986-94 
(percent) 


Amputation  of  lower  Umb 

While  40,271 
Black  10,986 


171  3.24  45,1 14  1.75  3  62  46,786  174 
5.54  13,879        6.33  13,981        6  03 


3  47 


1  75 
8  84 


100.64 
84  60 


0  84 


98  18 

77.31 


0.79 


9086  0.77 
7024 


-9  72 
-1697 


Arteriovenoatomy 

While  14,369 
Black  4,874 


0  61  4.02  20.744  0  82  5  17  12,452  0  47 
2  45  9.148         4  24  4,863        2  13 


4  53 


-2295 
-1306 


141  39 
82  14 


0  58 


6803 
44  97 


066 


75  09  0  59 
44  42 


-46  89 
-45  92 


Bilateral  Orchiectomy 

While  15,872  1  80 

Black  2.245  2  82 


1  57 


11,735 
2,107 


112 

2.47 


2  21 


6,129 
1.366 


0  56 
1.55 


2.77 


-68  89  21  38         1  59 

-45  04  3407 


21.09  0  99 
20  90 


29.37  0  82 
24  16 


37  37 
-29  09 


incisional  Debridement 

While  58,727         2  50 

Black  1  1.683  5  91 


236 


64,842 
14,713 


2.53 
670 


265 


72,609 
1  5,802 


2  71 
6  81 


2  51 


8  40  85  24  136 

15  23         1  15  58 


78  20  122 
95  55 


74  83  124 
93  09 


-12  21 
-19  46 


"per  1 .000  enioUoet   ••  per  1.000  duchaigM 

SOURCES  Data  derived  from  the  Medicare  Provider  Analv»i»  and  Review  file  and  the  Denominator  Kile 


Table  19 

Mean  and  median  caseload  per  physician,  and  percent  change  in  mean  and  median, 
by  specialty  group  1992-93  and  1993-94 


Specialty  (a) 


1994 
Mean 
Caseload  (b) 


Percent  Change, 
Mean 


1992-93 


1993-94 


1994 
Median 

Caseload  (c) 


Percent  Change, 
Median 


1992-93 


1993-94 


Total 

Primary  Care 

Family  Practice 
General  Practice 

Psychiatry 

Medical  Specialties 

Cardiology 
Internal  Medicine 

RAP  (d) 

Anesthesiology 
Radiology 

Surgery 

General  Surgery 
Obstetrics/ Gynecology 
Ophthalmology 
Orthopedic  Surgery 
Otolaryngology 
Podiatry  Surgery 
Urology 

LLP  (e) 

Chiropractic 
Optometrist 


340 

273 
284 
278 

74 

370 
557 
346 

826 
242 
1.524 

315 
240 
82 
780 
265 
334 
410 
511 

91 
42 
172 


5  " 
5  ** 

3 


4 
4 

5 

5  • 

3 
5 

2 
2 
8 
.2 

1 

-1 

2 
3 


0 
1 

•1 


-3 

: 

8 

i 

7 
■1 

2 
2 

5 

4 

2 
9 
4 

6 
6 
0 
5 


6  • 

-3 

12  •« 


•  « 
« 


185 

195 
221 
194 

32 

308 
518 
291 

340 
201 
1.267 

183 
214 
55 
634 
233 
295 
338 
491 

42 
30 
100 


6 
4 
4 


2 
2 

6 

13 

5 

17 

3 

4 
13 
-4 
-1 
-12 
-10 
8 

3 
0 
5 


-: 

0 
3 

10 

3 
9 
0 

-1 
5 

4 

8 
3 
7 
7 
3 

12 
12 

3 

5 
3 
16 


(.)  DM  for  the  cool  and  for  the  n  broad  specialty  group,  miy  include  physcim  m  detailed  specialties  no!  shown. 

(b)  Mean  weighted  bated  on  estimated  Medicare  physician  popuUhora  of  the  36  areas. 

(c)  Median  bawl  on  i  setf-we»jh»raj  2%  sample  from  35  States  and  the  Dismcl  of  Columbia 

(d)  Subtotal  for  radiology,  aacadktaiotofjr,  and  pathology 

(e)  UJ>  =  Umiledliceii«pr»ctjbo»^  Oral  «srarons  and  podiatrists  are  also  LLPs  but  mcluded  w.th  Sui'geon  for  this  arurysis. 
•   =  Teal  of  year-to-year  mean  difference  statistically  sigmbtanl  at  05  level 

=  Teal  of  year-to-year  mean  difference  rtarisriralry  significant  al  01  level 
Source  HCFA  Part  B  Mcwttorint  System:  National  Cum  Hialory  Physician  Sample  File 


Table  20 


Mean  and  median  allowed  charges  per  physician,  and  percent  change  in  mean  and  median, 

by  specialty  group 

1992-93  and  1993-94 

1994 

1994 

Percent  Change, 

\At*nn  (hi 

Percent  Change,  Mean 

Median  (c) 

Median 

Specialty  (a) 

Allowed 

Allowed  Charges 

Allowed 

Allowed  Charges 

Charees 

1992-93 

1993-94 

Charges 

1992-93  1993-94 

Total 

$  76,899 

3 

8 

$  34,530 

8 

10 

Primary  Care 

3 

4 

24,203 

18 

2 

Pamtlv  Prartir^* 

49,408 

3 

4  • 

28,606  . 

.  .  3 

5 

General  Practice 

45,469 

2 

3 

26,545 

.  18 

2 

Psychiatry 

27  471 

-5 

14 

10,765 

20 

6 

Medical  Specialties 

119,441 

7 

8 

77,283 

4 

10 

Cardiology 

206,792 

6 

•             15  •* 

171,822 

4 

18 

Internal  Medicine 

100,324 

1  1 

5  ** 

65,149 

9 

6 

RAP  (d) 

89,866 

1 

4 

54,189 

2 

0 

Anesthesiology 

52,492 

0 

4 

43,326 

-1 

0 

Radiology 

124,515 

-1 

5 

84,111 

6 

4 

Sunrerv 

94,931 

1 
I 

47,381 

5 

16 

General  Surgery 

84,771 

1 

9 

68,937 

7 

12 

Obstetrics/Gynecology 

12,342 

1 

17 

7,076 

7 

17 

Ophthalmology 

241,229 

-5 

9 

\f\\  018 

1 D  1  ,w  JO 

0 

6 

Orthopedic  Surgery 

108,827 

0 

16 

88,622 

1 

14 

Otolaryngology 

55,970 

-1 

12 

47,476 

-8 

24 

Podiatry  Surgery 

60,682 

7 

11  •• 

50,533 

9 

18 

Urology 

182,592 

4 

14 

162,538 

8 

12 

LLP  (e) 

8,658 

0 

7  • 

4,833 

2 

12 

Chiropractic 

6,835 

3 

5  • 

4,770 

8 

11 

Optometrist 

11,633 

-3 

11 

5,044 

-9 

16 

(a)  Data  for  Total  aid  for  the  6  bread  tpeciaky  group*  miy  include  phynciana  m  detailed  jpeciaroet  not  shown 

(b)  Meant  weighted  bated  oa  eatamated  Medicare  phyvcian  population  of  the  36  areai. 

(c)  Mediant  baaed  on  a  ictf-TOghnn*  2S  aampfc  from  35  Statea  and  the  District  of  Columbia. 

(d)  Subtotal  for  radiology,  ancatheaaoiogy.  and  pathology. 

'e)  LLP  -  Landed  bcente  practitioner!.  Oral  surgeons  and  podurrau  ire  abo  LLPi  but  included  with  Surgeons. 

•  =  Ten  of  year-to-year  mean  difference  mntrrilry  significant  at  03  level 

••  ■  Teal  of  year-to-year  mean  difference  eWataCaiy  ngmficant  at  01  level 

Source:  HCFA  Part  B  Monitoring  System:  National  Clam  Hittory  Phyncian  Sample  File. 


Figure  1 

Percent  Distribution  ^  Mowed  Charges  for  MFS  Services 


50.0 


1992  1993 
Year 


imaging  B visits  and  consults  ^procedures 


Source:  Data  for  1990  and  1991-5  Percent  BMAD;  nl992-1995  -  Part  B  Monitoring  Syste 
Data  for  1995  are  incomplete. 


Figure  2 
Office-based  Physician  Visits 


Source:  Data  for  1990  and  1991-5  Percent  BMAD;  nl992-1995  -  Part  B  Monitoring  System. 
Data  for  1995  are  incomplete. 


Figure  3 
Hospital-based  Physician  Visits 


Rate  per  beneficiary 


4.5 


3.5  — 


3- 


2.5 


1990        1991         1992        1993  1994 


""""  White  beneficiaries 
Black  beneficiaries 


Source:  Data  for  1990  and  1991 --5  Percent  BMAD,  n  1992- 1995  -  Part  B  Monitoring  System. 
Data  for  1995  are  incomplete. 


Figure  4 
Critical  Care  Visit  Rate 


Source:  Data  for  1990  and  1991-5  Percent  BMAD;  nl992-1995  -  Part  B  Monitoring  System. 
Data  for  1995  are  incomplete. 


